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JUST PUBLISHED—BLAKISTON'S 
NEW GOULD MEDICAL DICTIONARY 
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new, th edition of an authoritative| reference 
| 
| 
| 


Fractures 


by Paul B. Magnuson, M.D., F.A.C.S., Professor of Bone and Joint Sur- 
gery and Chairman of the Department, Northwestern University Medical School; 


and James K. Stack, M.D., F.A.C.S., Assistant Professor of Bone and 
Joint Surgery, Northwestern University Medical School. 


The new 5th Edition reflects authority on treatment of fractures—based on the 
study of the physiology of bone and muscle, pathology of bone and func- 
tional anatomy. 

A new chapter is included on the so-called “farmyard” 
reduction of fractures, covering certain simple methods of treatment that the 
authors feel may be used under almost all circumstances. Revisions are made in 
the material on compound fractures and on the treatment of wounds, reflecting 
the more extensive use of antibiotics and current findings in the immediate 
closure of wounds and the use of full-thickness skin grafts. 


Detailed information on the treatment of individual 
fractures together with the descriptions of fundamental procedures make the 
book widely acceptable. 


New 5th Edition. Approximately 600 Pages. Over 300 Illustrations. 


J. B. Lippincott Company, E. Washington Square, Philadelphia 5, Pa. 


Name 


City, Zone, State 
(0 Charge my account 
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when the antihistaminics 
make the patient drowsy 


‘Dexedrine’ Sulfate effectively dispels 
the drowsiness that so often occurs 
as a reaction to many of the 
antihistaminic drugs widely used 
against allergy. 
Dosage of ‘Dexedrine’ is easily 
adjusted to the individual case. 
The usual dose is 5 mg. of ‘Dexedrine’ 
(1 tablet, or 1 teaspoonful of the Elixir), 
taken simultaneously with the antihistaminic— 
additional doses as required during the day. 


Smith, Kline & French Laboratories, Philadelphia 


Dexedrine Sulfate 


the anti-depressant of choice 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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New DMosby Books 


e Doctor and Patient and the Law 


By LOUIS J. REGAN, M.D., LL.B. 
Member State Bar of California; Professor of Legal Medicine, College of Medical 
Evangelists; Consulting Staff, Hollywood Presbyte'an Hospital, Los Angeles, Cal., etc. 


SECOND EDITION. 545 Pages. PRICE, $10.00. " 
So frequent have malpractice claims become that, in some sections of the country, any 
patient with a less than perfect end-result is a potential malpractice claimant. This a 
tendency to blame the attending physician, whenever there is dissatisfaction with the 
results obtained from medical treatment, is as vicious as it is alarming. 3 


It is not the author’s intention to supplant the services of an attorney when the need 
actually arises—but this book will be indeed helpful in preventing any one engaged in 
the practice of medicine from falling into legal pitfalls which by the very nature of his 
work he is unprepared to foresee. The book’s essential purpose is to help medical men to % 
understand the law, and to govern and protect themselves under it—and it will be a use- % 


ful reference regardless of the medical history of any patient who may have become dis- 
satisfied with your treatment. 


e Handbook of Digestive Diseases ' 


By the late JOHN L. KANTOR, M.D., F.A.C.P., and ANTHONY M. KASICH, if 
M.D., F.A.C.P., Lecturer in Medicine, Columbia University; Adjunct Physician, yi 
Montefiore Hospital; Assistant Visiting Physician, Bellevue Hospital; Assistant Ad- 

junct Gastroenterologist, Lenox Hill Hospital, New York. 


SECOND EDITION. 658 Pages. 149 Illustrations, 2 in Color. PRICE, $11.00. 


Handbook of DIGESTIVE DISEASES is an outgrowth of Dr. Kantor’s Synopsis of 

Digestive Diseases, the revision of which was interrupted by his death. In taking up the 

task of completing the work, Dr. Kasich has enlarged it immensely and rewritten it en- F 
tirely. He has written with a two-fold purpose: First, to give a concise picture of the ‘ 
more vital and fundamental aspects of digestive diseases; second, the approach is on a 
sound physiological basis. The fact that gastroenterology is an important and insepera- : 
ble segment of internal medicine has been stressed throughout. < 


It is an entirely clinical work with up-to-the-minute coverage. It contains a critical eval- 
uation of the much discussed operation, vagotomy. The illustrations are exceptional and of 
teal educational value. Many pictures are avcompanied by an artist’s drawing, a feature " 
that offers explanations which wordy dissertations never accomplish. The bibliography is ‘ 
unusually extensive for a book of this size. 


The C. V. Mosby Company SMJ 9-49 A 
3207 Washington Blvd. 
St. Louis 3, Missouri. , 
Please send me: it 
Regan’s DOCTOR AND PATIENT AND THE LAW—2nd Edition—$10.00. e 
Kantor-Kasich’s Handbook of DIGESTIVE DISEASES—2nd Edition—$11.00. rs, 
Enclosed find check. my account. 
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Gives the cough 
relief your patient 


Leaves the cough 
reflex he needs 


In the average case, it’s usually possible to control the 
patient’s cough—but often it’s a real problem to do it 
without impairing the cough reflex he needs to keep 
bronchioles and throat passages clear. That’s where you'll 
find pleasant-tasting Mercodol unique! 


For Mercodol contains the cough-controlling narcotic! 

that gives better antitussive action than codeine or 

heroin, yet keeps beneficial cough reflex . . . 

a superior bronchodilator? to relax plugged bronchioles. . . 
an effective expectorant® to liquefy secretions. And you’ll 
find Mercodol notably free from nausea, constipation, 
retention of sputum, and cardiovascular and 

nervous stimulation. 


AN EXEMPT NARCOTIC 


The antitussive syrup that controls cough—keeps the cough reflex 


Each 30 c.c. contains: 
'Mercodinone* 10.0 mg. 
2Nethamine® 0.1 gm. 
*Sodium Citrate 1.2 gm. 
CINCINNATI U.S. A. “Trademark. 
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HOEBER-HARPER BOOKS 


To aid you in daily practice 
COLEY’S Neoplasms of Bone 


2nd Printing! Within three months of related disorders and conditions simu- 
publication the supply of this book was lating tumors are included. By BRADLEY 
exhausted and another printing was re- L. CoLey, M.D., Attending Surgeon, 
quired. It offers an exhaustive guide to Bone Tumor Dept., Memorial Hospital. 


the clinical aspects of bone tumors. All 779 pp., 622 illus., 53 tables. $17.50. 


ALVAREZ’ Introduction to Gastro-Enterology 


4th Edition! Dr. Alvarez gives clearly rational diagnosis, more effective treat- 
the underlying explanations of a wide ment. By WALTER C. ALVAREZ, M.D., 
variety of common gastrointestinal Senior Consultant, Division of Medicine, 


symptoms. This book offers practical The Mayo Clinic. 925 pp., 269 illus. 
help in daily practice leading to more $12.50. 


HAMILTON & HARDY’S Industrial Toxicology 


2nd Edition! This standard guide to in- active substances. By ALICE HAMILTON, 
dustrial poisons shows how to make a M.D., and Harriet Harpy, M.D., Har- 
diagnosis and how to carry out effective vard School of Public Health. 574 pp. 
therapy. Up-to-date, it even includes $6.50. 

data not elsewhere available on radio- 


REES’ Modern Practice i 


in Psychological Medicine 
New Book! Twenty-nine authorities col- somatic «aspects of modern medicine. 
laborated to prepare this book—a prac- Edited by J. R. Rees, M.D., F.R.C.P. 
tical, up-to-date guide to the psycho- 499 pp. $10.00. 


SMJ 949 


Medical Book Department of Harper & Brothers 
49 East 33rd St., New York 16, N. Y. 
Please send me On Approval 
Coley’s Neoplasms of Bone _...$17.50 Hamilton & Hardy’s Toxicology $6.50 
Alvarez’ Gastro-Enterology ._...... $12.50 Rees’ Psychological Medicine $10.00 


(] On Approval (_] Charge My Acct. (_] Check Enclosed 
Name ... 


— — —Paul B. Meeber, lnc.— —— 
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Saline, protein-free solution of a 
nitrogenous fraction obtained from 
acid-alcohol treatment of mammalian 
pancreas. Free from physiologically 
significant amounts of histamine, 
acetylcholine, or insulin. Capped, 
rubber-stoppered, 10-cc. vials. 


DOHME 


deproteinated pancreatic extract 


Relief of pain in intermittent 
claudication and primary dys- 
menorrhea, prolongation of claud- 
ication time in peripheral vascular 
disease. Relief of renal and ureteral 
colic due to stone, stricture, kink or 
spasm. Relaxation of ureter to permit 
instrumentation, X-ray examination. 


~ Relaxes smooth muscle spasm within 
three minutes following intramuscular 
injection. Provides direct, physiologic 
relief of pain due to many types 

of smooth muscle spasm, 


Sharp & Dohme, Philadelphia 1, Pa. 
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ANTI-ANEMIA 
RESPONSE 


Biz, isolated in the Merck 
Research Laboratories, is available as 
Cobione* (Crystalline Vitamin Biz Merck). 
Cobione has been proved by clinical studies 
to exert high hematopoietic activity in the 
treatment of 


* PERNICIOUS ANEMIA (uncomplicated) 


* PERNICIOUS ANEMIA with neurologic 
complications 


%* PERNICIOUS ANEMIA in patients 
sensitive to liver preparations 


* NUTRITIONAL MACROCYTIC ANEMIA 
due to Vitamin B;2 deficiency 


MEGALOBLASTIC ANEMIA OF Smear showing 
H tent Wilh perniclous anem 


* SPRUE (tropical and nontropical) 


COBIONE: 


@ A crystalline compound of extremely high potency. 

@ Effective in extremely low doses, because of its 
high potency. 

@ May be administered subcutaneously or intra- 
muscularly in precise dosage. 

@ No known toxicity in recommended dosages. 

@ Supplied in ampuls of 1 cc. _ —_ solution of 


Cobione, — cc. containing 15 micrograms of 
Crystalline Vitamin 


Literature available on request. 


*Cobione is the trade- ‘ . 
mark of Merck & Co., 
Inc. for its brand of Bone-marrow smear from same patient 
CrystallineV itamin Biz. ninety hours after a single injection 

of 0.025 mg. of Cobione 


COBIONE 


TRADE-MARK 


{CRYSTALLINE VITAMIN MERCK) 


MERCK & CO., Inc. Manufacturing Chemists RAHWAY, N. J. 
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EFFECTIVE Salivary 


Effect on Salivary Suspensions of Streptococcus Hemolyti- 
cus and Staphyloceccus Aureus, Resulting from One-Half 


Heur's Exposure to Variows Concentrations of Tyrothricin. 


110 
: 100 
Range of Salivary 
Concentrations 
“ provided by one 80 
Lezille containing — STAPHYLOCOCCUS iB 
AUREUS | 
a mg. of —range necessary of 
B tyrothricin, used as 70 for slight to ’ PROA 
recommended, 
during approxi- Propes 
mately one-half 60 prolon, 
hour. 
PALA 
STREPTOCOCCUS cooper 
HEMOLYTICUS 
we —range necessary 
; 40 for marked to 
complete 
inhibition. 
| 30 
: 20 
| 10 


4 
£ 
ers, 


Vol. 42 No. 9 SOUTHERN MEDICAL JOURNAL 


FECTIVE SALIVARY LEVEL 


When used as recommended, one Lozille—containing 2 mg. of tyrothricin— 


naintains for approximately one-half hour salivary tyrothricin levels 
3 shown in accompanying chart. 


POTENT ANTIBIOTIC ACTION 


The sustained salivary concentrations provided by Lozilles are required 
insure broad and effective anti-bacterial action against gram-positive 
oganisms responsible for acute oropharyngeal infections and to 


fofset tyrothricin-inhibiting effect of saliva. 


|WON-TOXIC, NON-SENSITIZING 


- Tyrothricin, unlike topical penicillin, is remarkable for its 


| lack of local toxicity. 
ft PROMPT, LONG-LASTING ANALGESIA 


Propesin, a non-toxic, non-irritating local analgesic agent brings effective and 
prolonged relief to irritated or inflamed mucosal surfaces. 


PALATABLE 


© |Pleasant-tasting, Lozilles’ mild citrus flavor assures patient 


| cooperation at all ages. 


(LAH-ZEELS) 


TYROTHRICIN-PROPESIN LOZENGES 


Each Lozille contains 2 mg. of tyrothricin and 
2 mg. of propesin. Supplied in vials of 15 Lozilles. 


WHITE LABORATORIES, INC. 
Pharmaceutical Manufacturers, Newark 7, N. J. 
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The gallbladder therapeutic triad 


® 
> Dehydrocholic Acid Comp., P.-M. Co... ..265 mg. (4 grs.) 
Dehydrocholic Acid... ...... 250 mg. (334 gers.) 
8.0 mg. (% gr.) 


p> Homatropine Methylbromide............ 1.2 mg. (1/50 gr.) 


| > HYDROCHOLERESIS 


“If @ flushing of the biliary duct is de- 
_ sired (even including the cystic duct) 
the administration of 
Preparations is 


sedative suchas... 
which i is included an antispasmodic . . 
is a distinct adjunct i in 


“... brought about freer e 
: 
bile into the common duct.” 


|§$—used in conjunction with appropriate dietary 
measures—provides a complete gallbladder 
regimen in non-calculous biliary tract stasis. 


For increased efficiency, ease of administra- 
tion and economy, prescribe “NEOCHOLAN 
(Pitman-Moore)”—bottles of 100 and 1000 
1, Bockus, H. L.: Gastro-Enterology, Philadelphia, W. B. Saunders Co., 


1946, p. 576. tablets. 
2. Belor, C. J.: Bile Acid Therapy, Proceedings of the Sixth Post- 
Collegiate Clinical Assembly of the College of Medicine, Ohio State 
University, 1939. 
3. Best, R. R.: Biliary Flush as an Aid in the Surgical and Non-Surgical 
pay of Biliary Tract Disease, Rocky Mt M. J. 36:319-323 
y) 


Hous Moore COMPANY 


PHARMACEUTICAL AND BIOLOGICAL CHEMISTS 
DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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How Par-Pen’s 


Par-Pen provides: 


Par-Pen provides: 


double action 


helps you fight intranasal infection 


1. The more rapid, more prolonged shrinkage of 
Council-accepted Aqueous Solution Paredrine Hydrobromide. 
The Paredrine promotes ventilation and drainage 

and thus facilitates bacteriostasis 

at the site of infection. 


2. The potent antibacterial action of crystalline 
sodium penicillin—500 units per cc., 

the optimal concentration for intranasal use. 
Par-PEN does not inhibit ciliary action; 

and it does not irritate nasal mucosa. 


Smith, Kline & French Laboratories, Philadelphia 
Par-PEN is packaged in 1 fluid ounce bottles. 


Crystalline sodium penicillin, 500 units per cc., in 
Aqueous Solution ‘Paredrine’ Hydrobromide 1%. 


Par- Pen the penicillin-vasoconstrictor 


combination for intranasal use 
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The potency and efficiency of the new colorless, antimalarial specific, Aralen 
diphosphate (SN-7618), has greatly simplified treatment and suppression of 
malaria. The dosage scheme is very simple: For adults, 4 tablets initially; 

2 tablets after six to eight hours and 2 tablets on each of two consecutive 

days (totaling 10 tablets in three days). This eradicates infection 

due to Plasmodium falciparum and terminates the acute attack of 
Plasmodium vivax infection. 


Aralen diphosphate has been thoroughly investigated under the 
auspices of the National Research Council. 


Available in tablets of 0.25 Gm., tubes of 10 and 
bottles of 100 tablets. 


SHARMALY 
ane 


CHEMISTRY 


Write for Informative Booklet. 


ARALEWN DIPHOSPHA TE 


Brand of chloroquine diphosphate — 


TREATMENT OF 
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New type 


antacid 


peptic ulcer 


Carmethose gives prolonged 
control with no adverse effects 


Carmethose promptly lowers gastric 
acidity, and its protective tenacious coat- 
ing has been observed in the stomach 
for as long as three hours.! 


Adult dose is 2 to 4 tablets or tea- 
spoonfuls 4 times daily between meals. 


Carmethose Tablets: sodium carboxymethylcellu- 
lose,225mg.andmagnesiumoxide, 75mg. Bottlesof 100 
Carmethose Liquid: 5% concentration of sodium 
carboxymethylcellulose. Bottles of 12 oz. 


PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


a 


CARMETHOSE—Trade Mark 2/1804m 


Advantages over adsorbent gels: 
1. Non-constipating — hydrophilic gel 
promotes normal elimination.':? 

2. Reduction of acidity in two ways— 
prompt action by ion exchange 
is followed by classical buffering 
action. 

3. Palatable — small, easily swal- 
lowed tablets and pleasantly fla- 
vored liquid— preferred by patients.? 


Advantages over soluble alkalis: 

1. No acid rebound—effectively in- 
hibits acid-pepsin activity, with no 
secondary hypersecretion. 

2. Protective coating—mucin-like gel 
is rapidly formed and clings to ulcer 
crater and gastric mucosa. 

3. Non-systemic — cannot disturb 
acid-base balance because it is non- 
absorbable. 


1. Brick, 1.B.: Amer. J. Dig. Dis., In Press 2. Bralow, 
Spellberg & Necheles: Scientific Exhibit #1112, A.M.A. 
Annual Session 1949 
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To state that one and one make more 
than two is unacceptable mathemat- 
ically. But pharmacologically, it is a 
simple fact that a Cholmodin (Brand) 
tablet represents more than the sum 
of its two ingredients in the correc- 
tion of constipation. 


Cholmodin tablets contain deoxy- 
cholic (bile) acid in combination with 
a small amount of extract of aloe. 
Emodin, hydrolyzed from aloe, is a 
specific colon stimulant. Deoxycholic 
acid activates the hydrolysis of aloe 


through its uniquely high surface 
activity. The low aloe content of 
Cholmodin is thereby spread out over 
a large area of the colon, and the 
emodin is liberated very evenly. Thus, 
Cholmodin produces its typically 
mild, non-griping, corrective action, 
usually resulting in a soft and formed 
stool without loss of water. 

Cholmodin (Brand) tablets are widely 
indicated and may safely be given for 
correction of habitual and “atonic” 
constipation in all types of patients. 


BRAND 


Each tablet contains 1% gr. (0.1 Gm.) deoxycholic acid, 


a natural eliminant; and % gr. (0.05 Gm.) extract of aloe. 


Bottles of 50 and 500 tablets. 
Cholmodin, Trademark Reg. U. S. Pat. Off. 


/\) AMES COMPANY, INC., ELKHART, INDIANA 
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WYETH INCORPORATED, Philadelphia 3, Pa. 


- A Complete Line of 
MALE AND FEMALE HORMONES 


WYETH 


Outstanding for Potency, Efficacy, Toleration 


TESTOSTERONE The most potent androgen 
CONESTRON® Orally potent natural estrogen for action 
Conjugated Estrogens, without side action 
Equine, Wyeth 
PROGESTERONE Corpus luteum hormone 
WYNESTRON* Aqueous suspension of pure crystalline estrone, 
Wyeth 


All injectable forms now available in the unique, exclusive TUBEX.* 


Forms of issue: 


Testosterone. Injection Testosterone Wyeth—aqueous suspension of microcrystals of free 
testosterone for intramuscular injection: multiple dose vials of 10 cc., 10 and 25 mg. per 
cc.; and vials of 5 cc., 50 mg. per cc. Membrettes, Transmucosal Tablets, 4 mg. each: 
bottles of 30, 100, 500 and 1000. Implantation Pellets, 75 mg. each: vials of 1. Tubex of 
Io and 25 mg., packages of 1 and s. 

Conestron. Tablets of 0.625 and 1.25 mg. (expressed as sodium estrone sulfate): bottles ot 
100 and 1000. 

Progesterone. Injection, aqueous suspension: multiple dose vials of 10 cc., 10 mg. and 25 
mg. per cc. Tubex of 10 mg., packages of 1 and 5. Membrettes of 10 mg., bottles of 100. 


Wynestron. Multiple dose vials of 10 cc., 2 mg. per cc. Tubex of 1, 2, and 5 Wiz 
mg., packages of 5. 


® 
* Trade Mark 
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nucleus 


of a 
well-rounded 


regimen - 
in 


arthritis 

Ertron — electrically activated, heat-vaporized 

ergosterol, Whittier — occupies a pivotal posi- 

tion around which to fashion the therapeutic 

regimen of the arthritic patient. Used in con- 

junction with appropriate supportive measures 

Ertron has produced beneficial results in more 

than 80 per cent of cases. “. . . many patients 

note an improved appetite, better nutrition and 

a gain in weight. Some have noted an increased 

range of motion, lessened swelling, and more 

normal functional activity with less joint pain.” 

“This medication can be safely administered if the patient is carefully controlled 
during treatment end the dosage properly administered.” "2 In the occasional case 
i I to high di of Ertron, clinical signs of impending toxicity 


Erwan is supplied in bottles of 50, 100 end 500 end in packages of six cr. 
ducts having 


ampuls. Each capsule contains 5 milligrams of Pp 


activity of fifty thousand U.S.P. units. Each ampul 
antirachitic activity of five hundred thousand U.S.P. units, in sesame oil. Biologically 


standardized. 
(1) Scully, F. J.: M. Times, 76:281 (July) 1948. 
(2) Megnuson, P. B.; McElvenny, R. T., and Logan, C. E.: J. Michigan M. Soc. 46:71 (January) 1947 
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A 15” x 12” reproduction of this illustrati 
by Andrew Loomis is available upon request 


DIAGNOSIS: PNEUMONIA 


The word “‘pneumonia” once had a dreadful ring. Small. 
wonder, for a little more than a decade ago pneumonia ranked 
third as a leading cause of death. In rapid succession appeared 
type-specific serums, sulfonamides, and penicillin, which 
enabled physicians to halt this fearful toll almost in its tracks. 
Today, pneumonia as a cause of death has dropped to eighth 
place and is still losing ground. 

Penicillin, the most potent foe of the pneuimococcus, was 
discovered and named by a physician-bacteriologist. Its 
source was identified by a mycologist. Problems of production 
and purification were solved by chemists and biologists. The 
names of Fleming, Florey, Chain, and others are justifiably 
featured in the dramatic story, but the supporting cast was ; 


legion. Lilly, now one of the world’s largest producers of ¥ 
penicillin, has contributed extensively. As further advances J 
take place in the field of antibiotics, practical dosage forms 5 


will be made available to medical practitioners everywhere. a 


Lilly 


LILLY SPECIALISTS SERVE THE MEDICAL PROFESSION 
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Penicillin Products for Every Indication 


Whether you prescribe a troche, tablet, suppository, 
ampoule, ointment, or ophthalmic ointment, a 
dependable Lilly penicillin product is available. 
Various sizes and strengths are offered for every 


indication. The Lilly penicillin product of your selection 


may be easily obtained from your retail or hospital 


pharmacist. Depend upon him to serve you. 


| 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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why QCne 


clears up so rapidly 


when you prescribe 


Acnomel 


ACNOMEL’s rapid action is due, chiefly, 

to its remarkable vehicle. This special vehicle, 
which embodies an entirely new principle, 
assures the effectiveness of ACNOMEL’s 
time-tested active agents. It has all 


the virtues of an oil-in-water emulsion, yet it 
is entirely free from wax, oil, or grease. 
ACNOMEL is stable, grease-free, flesh-tinted. 
It contains resorcinol, 2%; and sulfur, 8%. 


Available, on prescription only, in specially-lined 1% oz. tubes. 


Smith, Kline & French Laboratories, Philadelphia 


Ac Nn mM e a significant advance, 


clinical and cosmetic, in acne therapy 
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« e « Irritable heart 
« « Hypertension (early) 


——| 


For symptoms 


- « « Nervous Dyspepsia 


- « « In the tense, worried patient 
-with nervous fatigue 


In these familiar clinical conditions, 
in which a major part of the symptoms 
and complaints are conceded to be due 
to a hyperactive and imbalanced 

autonomic nervous system—Solfoton is 
——— especially useful. Solfoton not only 
provides continuous mild sedation 
without depression, but also depresses the 


activity of the autonomic nervous 
system. Dosage: One Solfoton tablet, 
three times a da y, for at least two weeks. 


Each Selfeten tablet contains: 


phenobarbital, 4 grain 
colloiaal sulfur, 4 grain 


WILLIAM P. POYTHRESS & CO., RICHMOND, VA. 


SOLF'O'TON 


continuous mild sedation without depression 


\ « Menopause 
y 
4 
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A COMPARATIVE STUDY 


THE EFFICACY OF THE SUPPOSITORY FOR CONCEPTION CONTROL 


®° Hence, the conclusion would seem inescapable that these latter 
methods—especially the suppository, the simplest of them all—deserve 
more widespread trial than they have heretofore received. 99* 


4 


Coun 
PHARMACY 

ane 
CHEMISTALA 


Lorophyn® Suppositories (N.N.R.) contain 
phenylmercuric acetate 0.05% and glyceryl 
laurate 10% in a water-dispersible, self-emul- 
sifying, synthetic wax base. Hermetically sealed 
in foil, they will not leak in hot weather. 


EATON LABORATORIES, INC. 


The Suppository Technic. — 
In a Baltimore clinic, use of the 
simple, Lorophyn Suppository 
technic produced a rate of 16.2 
pregnancies per 100 woman-years 
of exposure to the opportunity of 
becoming pregnant. This rate was 
compared to some reported in the 
literature with diaphragm and 
jelly: 12, 15, 18 and 33. Over 300 
patients were studied for periods of 
from six months to over two years. 

In the South Carolina State post- 
natal and syphilis clinics, Loro- 
phyn Suppositories were shown to 


have comparable effectiveness. 


NORWICH, N. Y. 


*Eastman, N. J. & Seibels, R. E.: The Efficacy of the Suppository and of 
Jelly Alone as Contraceptive Agents, J. A. M. A. 139:16 (Jan. 1) 1949. 
Reprint on request. 
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A potent vasodilator 
effective by mouth... 


PRISCOLINE 


FORMERLY PRISCOL* 


In doses of 25 to 75 mg., administered either orally or parenterally, 
Priscoline hydrochloride “is a useful adjunct to treatment of many 
peripheral vascular diseases or circulatory disorders, and in this dose 
range usually is tolerated with few side effects.”* 

Priscoline “improves the circulation by dilatation of blood vessels. 
The drug acts in three ways: it has a histamine-like effect upon smaller 
blood vessels; it blocks the augmentor sympathetic vascular receptors; 
and has an adrenolytic effect which also results in dilatation of blood 
vessels . . . numerous reports have shown favorable results.”* 

Patients should be closely observed until optimal dosage is estab- 


lished, for possible paradoxical effects or orthostatic hypotension. 
: 1. Grimson, Marzoni, Reardon and Hendrix: Ann. of Surg., 
127: 5, May, 1948. 
2. Reich, N. E.: Med. Times, Jan., 1949. 


Priscotine, Tablets of 25 mg.; 10 cc. Multiple-dose Vials, each cc. containing 25 mg. 


Cib 
I a PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


PRISCOLINE (brand of benzazoline)—Trade Mark 2/1442M 


*The name “Priscol” has been 
changed to avoid confusion with 
another drug. 
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Because “SUDDEN” is a dangerous word 
in cases of hyp e tension... it has become almost 
instinctive with physiciz dk t0- prescribe Nitranitol. An ideal vaso- 


dilator, Nitranitol produce S gradual reduction of blood pressure 


in essential hypertension. \itranitel maintains lowered levels of 
pressure for prolonged periods, Nee non-toxic, Nitranitol is 


safe to use over long periods of time. 


NITRANITOL 


For gradual, prolonged, safe~vasodilation 


When sedation is desired. Nitranitol with Phe 


nobarbital. (14 gr. Phenobarbital combined with 

M err gr. mannitol hexanitrate.) 
For extra protection against hazards of 
1828 cngiiony fragility. Nitranitol with Phenobarbital 


Rutin. (Combines Rutin 20 mg. with above 
CINCINNATI © 
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EACH CAPSULE CONTAINS.. 
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DAR 


125,000,000 YEARS 


Through the ages arthritis has been a cause of 
ain, suffering and disability for countless mil- 
ions of humans and animals. Today, the Great 

Crippler still ranks first in prevalence among all 

chronic diseases. No sure cure has withstood 

the test of time. 


However, even advanced cases of arthritis 
ere being helped by systemic rehabilitation. 
The return to gainful occupation of thousands 
of arthritic patients, who have taken Darthronol 
as part of a systemic rehabilitation regimen, is 
evidence of the efficacy of Darthronol in abolish- 
ing pain, diminishing soft tissue swelling and 
restoring useful function. The antiarthritic effects 
of massive dosage vitamin D—as established in 
thousands of cases—are enhanced when com- 
bined with the important nutritional influences 
of the eight other vitamins which are included 
in the Darthronol formula. 


A ROERIG PREPARATION 


FOR THE ARTHRITIC 


Vitamin D (Irradiated Ergosterol).. 50,000 U.S.P. Units 
Vitamin A (Fish-Liver Oil).........- 5,000 U.S.P. Units 
Vitamin C (Ascorbic Acid).......seeeeeeere5 75 mg. 
Vitamin B, (Thiamine Hydrochloride)........... 3 mg. 
Vitamin Bz 2 Mge 
Vitamin Bg (Pyridoxine Hydrochloride)........ 0.3 mg. 
Calcium mg. 


d-alpha Tocopherol 2.4 mg. 
(Equivalent by biological assay to 3.3 mg. International Standard Vitamin E) 


J.B. ROERIG AND COMPANY, 536 Lake Shore Drive, Chicago 11, Illinols 
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Natural vitamins A and D... daily, for about a penny: In 
“‘drop-dosage” for infants or. pleasantly-flavored Tablets for the older 
child. Vitamin D wholly derived from cod liver oil, vitamin A adjusted 


and standardized with fish liver oils. White Laboratories, Inc. 
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Gustricelly saluble ovier shell 
éonicins pepsin, enterically 
coated ‘cord contains 


__ gastrointestino} tract where ptt conditions for optimum activity prevail, 

Clinical research’ indicates that Entozyme’s greatest field of usefulness is in chronic. 
cholecystitis, post-cholecystectomy syndrome, subtotal gastrectomy, infectious 

hepatitis, pancredititis and chroni¢ dyspepsia — where its urique selective therapy restores 
more nearly physiological conditions in the gastrointestinal tract. It is abehighly 
effective in nousea, anorexia, buiching, flatulence and pyrasis. in peptic uleet 

toe, poncréatin-pepsin therapy has excellent results.” 


NEW TRIPLE-E NZYME DIGESTANT 


new product release these three 
} important digestants in fully active form to thet part of fe. 


FORMULA: Each speciatly constructed tablet contains Paacreotin, U.S.P., 300.mg.; 
Pepsin, NE. 250 mg.; 150 


DOSAGE: 2 tablets after each directed 
or or as try physician, 
_SMPPLIED: Sotties of 25 and 100. 


BEFERENCES: 1. J. Hand Kiotz, Bull. Flower Fifth Ave. Hospi, 


coined word fo describe the henical action of 


A. H. ROBINS INC. - nichmonn 20, vincinta 
icat Phormaceuticals of Merit singe 


ENTOZYME 


hievement 
Robins 
Actions 
matic Action: 
= “of a gastrically shelf pepsin, and Gn 
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When 


little patients 


You provide sound therapy when you 
prescribe Sulfonamide Dulcet Tablets— 
and you obviate medicine-time tantrums. 
For Dulcet Tablets, with the full anti- 
bacterial power of equal weights of un- 
flavored sulfonamides, have the good 
taste and appearance of candy mints. 
They neither look nor taste like medicine. 
Administering a Dulcet Tablet is only as 
difficult as giving a child a piece of candy. 

An outstanding example of sulfona- 
mides in this agreeable form is the 
DUOZINE ‘Dulcet Tablet—a combination 
of sulfadiazine (0.15 Gm.) and sulfamera- 


~ 


hit the ceiling 


zine (0.15 Gm.). DUOZINE offers a new 
principle of safety in sulfonamide therapy: 
while its effectiveness is equal to 0.3 Gm. 
of either drug, the danger of crystalluria 
is no greater than if 0.15 Gm. of either 
drug were taken alone. 

Try this effective method of administer- 
ing sulfonamides on your next patient. 
DUOZINE Dulcet Tablets and the entire 
Sulfonamide Dulcet line listed below 
are available at prescription pharmacies 
everywhere. For descriptive literature on 
these tasty medicated sugar tablets, write 
to Abbott Laboratories, North Chicago, lll. 


Specify 
Abbott's Sulfadiazine-Sulfamerazine Combination 


DUOZINE 


TRADE MARK 


Dulcet Tablets 


(Sulfadiazine 0.15 Gm. and Sulfamerazine 0.15 Gm. Combined, Abbott) 


SUGAR TABLETS, ABBOTT 


DUOZINE* Dulcet Tablets (Sulfadiazine 0.15 
Gm. and Sulfamerazine 0.15 Gm. Combined, 
Abbott) ¢ TRIAZOLINE® Dulcet Tablets (Com- 
pound Sulfadiazine 0.1 Gm., Sulfamerazine 
0.1 Gm., and Sulfathiazole 0.1 Gm., Abbott) « 
DIAZOLINE® Dulcet Tablets (Compound Sulfa- 
diazine 0.15 Gm., and Sulfathiazole 0.15 Gm., 
Abbott) ¢ SULFADIAZINE* Dulcet Tablets, 
0.15 Gm. and 0.3 Gm. ¢ SULFAMERAZINE* 
Dulcet Tablets, 0.3 Gm. ¢ SULFATHIAZOLE 
Dulcet Tablets, 0.3 Gm. 


COUNCIL ACCEPTED, A.M.A. 
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CAMAP 


FOR ALL BASIC 


Prenatal Orthopedic 
Postoperative Lumbosacral 
Postnatal Sacro-lliac 
Pendulous Abdomen Dorsolumbar 
Breast Conditions Visceroptosis 
Hernia Nephroptosis 


@ Developed and improved over four decades of 
close cooperation with the profession, basic CAMP 
designs for all basic scientific support needs have long 
earned the confidence of physicians and surgeons here 
and abroad. All incorporate the unique CAMP system 
of adjustment. Regular technical and ethical training 
of CAMP fitters insures precise and conscientious 
attention to your recommendations at moderate prices. 


If you do not have a copy of the latest CAMP “REF- 
ERENCE BOOK FOR PHYSICIANS AND SURGEONS,” 
it will be sent on request. 


S$. H. CAMP and COMPANY, Jackson, Michigan 
World's Largest Manufacturers of Scientific Supports 
New York Chicago Windsor, Ontario London, England 


YOU MAY RELY on the mer- 

chants in your community 

who display this emblem. 

Camp Scientific 

are never sold by door- _ 
canvassers. 

based on 


NOTE: Communities thr the nation will 
mark the 11th annual observance of NATIONAL 
POSTURE WEEK October 17 to 22 as the year’s 
leading event in public health education. These 
y istribut 

approved by the profession. Their titles: ‘‘The 

Human —- . its relationship to Posture os 
Health” and for Body 


pa the ou need on 

L °CAMP INS FOR 
PO TURE, Empire State New 
York 1, “- Founded by S. H. Camp and 
Company, Mich. 


= 
4 ‘ 
é : 
; 
H 
° 
~ 
Camp 
Scientific Suppers 
H 


Vol. 42 No. 9 SOUTHERN MEDICAL JOURNAL 27 


“no signs 
of renal irritation 
were encountered’” 


A mixture of 3 sulfonamides offers a “markedly reduced” incidence of crystalluria 
and renal irritation . . . and “is significantly less toxic” than a single sulfonamide, 
or a mixture of two. 


“Therapeutic results” —in one thousand unselected patients with acute systemic 
infections treated with sulfonamide combinations—‘“were uniformly satisfactory 
and conspicuous in many instances by the speed of clinical improvement. Crystalluria 
was infrequent ... No signs of renal irritation were encountered. The incidence 


of allergic reactions also appeared decreased.” 
1. Lehr, D.: Presented at The Scientific Exhibit, American Medical Association, June 21-25, 1948. 


tri-sulfany!l 
more effective sulfonamide therapy 
Each 5 ce. of syrup | Sulfadiazine 0.162 Gm. (24, gr.) 
(approz. ul) | Sulfamerazine 0.162 Gm. (2 gr.) 


Tri-Sulfanyl Syrup also contains sodium 
citrate 0.375 Gm. (5.8 gr.) ina 
pectinized, vanilla flavored base. 


Samples on request. 


casimir funk laboratories, inc. 


affiliate of u.s.vitamin corporation 
250 E. 43rd St., New York 17, N. Y. 


‘ 
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but on one thing they agree 


This liquid penicillin tastes good! 


Your young patients will take EskAcILLIN willingly because it is 
so deliciously flavored, so easy to swallow. Furthermore, parents 
much prefer EsKAcILuIN to the chore of crushing penicillin tablets 
and coaxing a sick child to swallow an unappealing mixture. 


One teaspoonful (5 cc.) of EskACILLIN contains 50,000 units of 
crystalline penicillin G—and produces a blood level equivalent to 
that obtained with a 50,000 unit penicillin tablet. EskAcILLIN is 
supplied in 2 fl. oz. bottles, providing 600,000 units of penicillin. 


Eskacillin the unusually palatable 


liquid penicillin for oral use 


Smith, Kline @ French Laboratories, Philadelphia 


they scradb a ‘ 
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NON-SURGICAL TREATMENT 


RALAC 


‘TiTRALAC 


Gastroenterologists have long endorsed the use 
of milk, when practicable, for its ideal acid-con- 
verting power and buffering capacity. In 
a recent comprehensive paper, Aaron® and 
others* 5® express a preference for calcium 
carbonate as the antacid to be employed. 
TITRALAC, by combining proper proportions of 
purified calcium carbonate and the amino acid 
glycine, provides an acid-converting and buffer- 
ing effect practically equivalent to that of fresh 
milk, as shown in the above chart.® Just 1 
TITRALAC tablet is equivalent to an 8-ounce 
of milk in antacid effect and provides 
quick and long-lasting relief from the distress- 
ing symptoms of hyperacidity. 
The very agreeable taste of soft-massed TITRALAC 
tablets, which is achieved without employing 
taste-disguising, acid-generating sugars in the 


8 
ALKALINE 
TITRATION acio 
CURVES 
“OF TITRALAC, TITRALAG 
MILK,AND 
| 
IN 50 cc. (one tablet) | 
N/10 HCI 
HCL | 


formula, makes them as acceptable to patients 
as an after-dinner mint. Prescribing TrrRALAC 
eliminates the probability of unfavorable reac- 
tions often associated with the taking of me- 
tallic-tasting, astringent tablets or liquids, and 
ensures adherence to the prescribed dosage. 
TrTRALAc tablets are supplied in bottles of 100 
and convenient-to-carry packages of 40. 
TITRALAC powder is also available, in 4-oz. jars. 

7 , J. B., and Palmer, W. Illinois 

94: 357 (Dec.) 1948. 5. "in Practice of Medicine 


(Tice). Hagerstown, Md. F. Prior Company, Inc., 1948; 
p. 210. 6. Special Article: M. Times 76: 10 (Jan.) 1948. 


* The formula of trrracac is 
mode 


one whose composition and 
dettinaecmandty U.S. Patent No. 2,429,596. 


Samples and literature to physicians upon request. 


SCHENLEY LABORATORIES, INC., 350 AVENUE, NEW YORK 1, N. Y. 


©Schenley Laboratories, Inc. 
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Swifter 
Healing 

in 

Open Lesions 


A varicose or diabetic leg 
- ulcer, bedsore, or a traumatic 
condition such as an avulsion or 
laceration, will benefit by the 
tissue-stimulating action of White's 
Vitamin A & D Ointment. 

Speeds healing after circumcision, 
pilonidal cyst excision, 
hemorrhoidectomy, etc. 

As in burns, White’s Vitamin 
A & D Ointment aids in relieving 
pain, hastens the growth of 
epithelial tissue, minimizing 
contracture. 
Supplied in 1.5 oz. tubes; 8 oz. and 
16 oz. jars and 5 lb. containers. 


\ 


promotes healthy granulation yy 
accelerates liquefaction of deadi#issue 
softens the eschar 
protects the surface 
| aids in relieving ‘pain * 
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GREATER FALL 


im Wood pressure 


Of the many drugs used to lower arterial 

pressure in hypertension, Biologically Standardized 

veratrum viride (in CRAW UNITS*) produces the 

greatest fall in blood pressure in the greatest number of patients. 
VERATRITE represents a practical modification of this effective 
hypotensive drug for everyday management of the mild and moderate 
cases of essential hypertension. Prolonged action, wide range 

of therapeutic safety and complete simplicity of administration are 
specific advantages of Veratrite therapy. Each Veratrite 

Tabule contains: Biologically Standardized veratrum 

viride 3 CRAW UNITS; sodium nitrite 1 grain; phenobarbital 


1/4 grain. Samples and literature on request. 


IRWIN, NEISLER & COMPANY DECATUR, ILLINOIS 


8 


*a research development 
of the Irwin-Neisler 
Laboratories 
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& * 
is again available in ample supply 


All government restrictions on the use of quinine in 
general practice have been removed. 


The clinical effectiveness of quinine, coupled with its almost 
complete absence of toxicity, strongly recommend it in the 
treatment of malaria. 


You may again also prescribe quinine whenever its use is indicated, as in: 


minor surgery influenza 
hemorrhoids myotonia 
obstetrics anemia (with iron) 
varicose veins hydrocele 
trachoma 


You may also prescribe quinidine whenever its use is indicated, as in: 


auricular fibrillation ventricular trachycardia 


Cinchona Products Institute, Inc., 10 Rockefeller Plaza, N.Y. 20 


Quinine... the NATURAL Remedy for Malaria 


Publications and abstracts on the uses of cinchona alkaloids are available on 
request. Please state your special interests in requesting information. Publi- 
cations of the Cinchona Products Institute, Inc. of general interest include: 


The Technique of Blood Examination in Malaria (with 5 colored illustra- 
tions of malaria plasmodia) 


Quinine Formulary (revised edition) Quinine and Quinidine in General Practice 


» | | 
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PATIENT 


Prompt and effective relief from distressing 
urinary symptoms has been achieved in a 
large percentage of patients with chronic in- 
fection of the urinary tract, through the 
simple expedient of taking Pyridium orally. 

Two tablets t.i.d. produce an analgesic 
effect on the urogenital mucosa, without sys- 
temic sedation or narcotic action. 

This gratifying symptomatic relief from 


PYRIDIUM’ 


SOUTHERN MEDICAL JOURNAL 


under TREATMENT 


for Chronic Urinary 


Tract Infection 


ENJOYS 
Grittifying Relig 
from distressing 
SYMPTOMS 


urinary frequency, and pain and burning on 
urination, often enables patients to carry on 
without interruption of normal pursuits, 
throughout the course of specific treatment 
of uncomplicated cystitis, pyelonephritis, 
prostatitis, and urethritis, with virtually no 
danger of side reactions. 

The complete story of Pyridium and its 
clinical uses is available on request. 


of Phenyl ne HC) 
MERCK & CO., Inc. "RAHWAY, N. J. of 
its Brand of Phenylazo- 
Chemists diamino-pyridine HCI. Merck 


In Canada: MERCK & CO,: Limited Montreal, Que. 


& Co., Inc., sole distributors 
in the United States. 
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BACITRACIN 


© Effective Against Many 

Oral and Pharyngeal Pathogens 
®@ Low Index of Allergenicity 

@ Pleasant Tasting 


The antibiotic properties of bacitracin can now be advan- 
tageously employed in the treatment of many oral and 
pharyngeal infections due to bacitracin-sensitive organisms. 
Each troche provides 1,000 units of bacitracin, and main- 
tains high bacitracin salivary levels for at least one hour. 
Thus Vincent’s infection and other local infections of the 
mouth, tonsils, and pharynx can be subjected to the direct 
antibiotic influence of bacitracin. 

Bacitracin Troches-C.S.C. are outstanding because of 
their low index of allergenicity. Local allergic reactions in 
the oral and pharyngeal mucous membranes do not com- 
plicate their use as with other antibiotic troches. Pleasant 
tasting, each troche remains intact for 1 to 2 hours. Avail- 
able on prescription at all pharmacies in bottles of 25, 


CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42ND STREET, NEW YORK 17, NEW YORK 


September 1949 
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flirtin€ 


swimmin’ 


Wherever your pollen-sensitive patient 
spends his vacation, TRIMETON® may add to his enjoyment 
and rest by alleviating his symptoms of pollinosis. TRIMETON is an 


unusual antihistaminic. Essentially different in chemical composition, it is so 
potent that only one 25 milligram tablet is usually required to attain the desired relief 
in fifteen to thirty minutes. Best of all, your patient isn’t likely to sleep away his 
vacation because the small milligram dosage lessens side effects. 

Your patient will also appreciate that the high potency of 

TrIMETON also means lower cost of therapy. 


Dosage: One 25 mg. tablet one to three times daily. 
Trimeton, brand of prophenpyridamine, 25 mg. tablets, scored, are available in bottles of 100 and 1000. 


*Taimetow trade-mark of Schering Corporation 


CORPORATION « BLOOMFIELD, NEW JERSEY 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 
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The most “persuasive” oral sermicide 
you can prescribe 


; 1. Cépacol persuades a wide range of oral bacteria to 
surrender within 15 seconds after contact’ 


2. Cépacol’s pleasant taste persuades your patients to use it 
The rapid antisepsis? and soothing relief which Cépacol brings to inflamed, sore 
throats are important. Along with the fact that Cépacol is non-irritating, non- 
toxic, and does not interfere with tissue healing. Too, patients are extremely 


grateful to you for prescribing something so effective that also is so pleasant 
to use—as either gargle or spray. 


CEPACOL 


The alkaline germicidal solution that works in partnership with saliva 


1. As shown in laboratory studies. 2, Cépacol contains an effective germicidal detergent, the 


CINCINNATI U.S.A. quaternary ammonium salt Ceepryn ® Chloride, 1:4000. 


NOW AVAILABLE —Cépacol Throat Lozenges! These convenient, 
pleasant-tasting lozenges, dissolved slowly in the mouth, provide a sooth- 
ing, analgesic solution to relieve the dryness and irritation of sore throat. 
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BILOGEN 


EACH BILOGEN TABLET CONTAINS: 
2 


Direchons ond indications for use, 
COMPOUHOR, warning eppecr 
0” bock ond side ponels. 


(=approx. 1% grs.dehydrocholic acid) 
Desoxycholic acid............... Y gr. 
Pancreatin (high digestive power) 

equivalent to Pancreatin U.S.P. 3% grs. 


The therapeutic efficacy of BILOGEN ‘Organon’ is due to the judicious, 
therapeutically-designed combination of its several ingredients: Ox bile 
extract to stimulate bile secretion, oxidized mixed bile acids to flush 

biliary ducts, desoxycholic acid to promote fat absorption, and pan- 
creatin to supply digestive ferments. The balanced combination of 
ingredients in BILOGEN tablets is not only therapeutically designed 
but also skillfully compounded. The pharmaceutical art exercised in 
preparing BILOGEN tablets assures optimal activity of each com- 
ponent. BILOGEN is available for the physician’s prescription in 
bottles of 100 and 1000 tablets. 
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convalescent hearts 
LOEN) 


| for failing and Pasanol 


PASANOL (Tilden) provides prompt dependable 


| cardiotonic and vasomotor stimulation to help bring more comfort _—Digitoxin... . 1/350.gr. 0.6 mg. 
Strophanthin ....1/25gr. 8.5 mg. 


aand perhaps longer life to grateful cardiac patients. PASANOL is Strychnine Sulfate . 1/25 gr. 8.5 mg. 
Nitroglycerin .... 2/25 gr. 17.00 mg. 
liquid, convenient, dosage easily adjusted. Indicated in... : tile 
myocardial insufficiency, heart failure, heart musculature 
weakness following severe or chronic illness, etc. 
ty physicians should write for 


sample and literature 
125 YEARS OF FAITHFUL SERVICE TO THE Qo : 
MEDICAL PROFESSION .. . BY THE OLDEST fo: 
MANUFACTURING PHARMACEUTICAL HOUSE 
The TILDEN Company 


IN AMERICA! FOUNDED 1824 


. New Lebanon, N.Y. @ St. Louis, Mo. 


J 
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LIST 


for choice of 
a laxative 


Phospho- 

Soda ACTION 
(FLEET) 

Prompt action 
Thorough action 
VY Gentle action 
e 


SIDE 
EFFECTS 


VY Free from 
Mucosal Irritation 


Absence of Con- 
stipation Rebound 


is toget 
with ‘its contratle action and ease 


ADMINIS- 
TRATION 


Phospho. Sode (Fleet) isa 
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freedom from 
Dehydration de sirable side effe 
laxative agent. Clinic samples 
©. B. FLEET CO., INC. LYNCHBURG, viRGINA 
PHOSPHOSODA ond FLEET. 
ERICAN MEDICAL ASSOCIATION = 
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To induce hemopoietic response 


IS THERE 


A SUBSTITUTE 


FOR LIVER 
IN PERNICIOUS 


ANEMIA? 
} 


To prevent spinal cord degeneration 


With the discovery of Biz another important hemopoietic factor present 
in liver is established. 

No substitutes for quality liver preparations in the treatment of perni- 
cious anemia have been confirmed, but Biz offers a substitute for liver 
therapy in treating those pernicious anemia patients who exhibit a sensi- 
tivity to liver extract. It also offers an important adjunct to liver therapy 

; in treating pernicious anemia, nutritional macrocytic anemia, nontropical 
sprue and tropical sprue. 


Bi2 Concentrate Armour 
is available in 10 cc. multiple 


; dose vials (each cc. contains 10 micrograms of vitamin B2.) 


e Have confidence in the preparation you A ARMOUR 


prescribe or administer — “specify Armour.” 


HEADQUARTERS FOR MEDICINALS OF ANIMAL ORIGIN ¢ CHICAGO 9, ILLINO’S 
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Announcing the new S.K.F. Inhaler! 


BENZEDREX INHALER 


So much better that 


we have discontinued ‘Benzedrine’ Inhaler 


‘BENZEDREX’ INHALER is such a major improvement that we are actu- 
ally withdrawing ‘Benzedrine’ Inhaler from the market. 


The active ingredient of BENZEDREX INHALER is 1-cyclohexyl-2-methyl- 
aminopropane, a new S.K.F. compound. It has exactly the same agree- 
able odor as Benzedrine*, gives even more effective and prolonged 
shrinkage, and does NOT produce excitation or wakefulness. 


We are sure you will find that BENZEDREX INHALER is the best volatile 
vasoconstrictor you have ever used. 


Smith, Kline & French Laboratories, Philadelphia 


**Benzedrine’ (racemic 
S.K.F.) 
and ‘Benzedrex’ 

T.M. Reg. U.S. Pat. Off. 


Each BENZED INHALER 

is packed with 1-cyclohexyl- 
2-methylaminoprepane, S.K.F., 
250 mg.; and aromatics. 


. 
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Ne 


NITROFURAZONE) 


“SEO Br On ON THE nese 

Que Or : 


PREPARATION FOR TOPICAL 


For 
mixed 
=infections 


In shin grofling Furacin has been recommended as a useful adjunct in preparing 
wounds and burns tor grafting; as a prophylactic dressing following grafting; for treating 
infected edges of skin grafts.* The technics include direct application of 
Furacin Soluble Dressing to the lesions; use of fine-mesh gauze impregnated 
with Furacin Soluble Dressing; employment of Furacin Solution 
wet dressings. Many clinicians use this antibacterial agent 
routinely; some recommend it specifically when gram-negative 
pathogens are present. Furacin® brand of nitrofurazone, is 
available as Furacin Soluble Dressing (N.N.R.) and Furacin 
Solution (N.N.R.) containing 0.2% Furacin. These preparations are 
indicated for topical application in the prophylaxis or treatment of 
infections of wounds, second and third degree burns, cutaneous 
ulcers, pyodermas and skin grafts. Literature on request. 


EATON LABORATORIES, INC., NORWICH, 


*Coakley, W. A. et al.: Plast. & Reconstruct. Surg. 3:667 (Nov.) 1948 * 
Curtis, L.: Surg. Clin. N. A. 1466 (Dec.) 1947 * Mills, J. T. et.al.: Plast. 
& Reconstruct. Surg. 3:245, 1948 * Shipley, E. R. et al.: Surg., Gynec. & 
Obst. 84:366, 1947 * Snyder, M. L. et al.: Mil. Surgeon 97:380, 1945 * 
Teplitsky, D. et al.: Plast. & Reconstruct. Surg. 3:189, 1948. 
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To minimize blood dyscrasias and 


crystalluria in sulfa therapy, 


LIFOSULFAS™ 


incorporates: 


liver concentrate and 


2 


folic acid for vital 


hematopoietic support, 


in addition to 


3 


two sulfonamides 


in reduced dosages 


as an integral part 


of therapy. 
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rotection! 


REDUCED ALUM CONTENT 
SIMULTANEOUS PROTECTION 
SMALLER DOSAGE 
HIGHLY PURIFIED 

FEWER INJECTIONS 


Only three 0.5 cc. injections are necessary at intervals of 4 to 
6 weeks. Single-immunization package, containing three 0.5 
cc. single-dose vials. Five-immunizations package, containing 
three 2.5 cc. vials and five immunizations contained in one 
7.5 cc. vial. 


Diphtheria and 


Pertussis vaccine combined 


THE NATIONAL DRUG COMPANY, PHILADELPHIA 44, PA. 


Pharmaceutical, 


; Biological and 
Manufacturers of Biochemical Products 


for the Medical Profession 


| ime-saving 
| Tetanus toxoids, alum precipitated and 
| 
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Elixir Thalfed is a valuable means of producing prompt and 
/ prolonged relief from the severe distress of asthma, and mini- 
/ mizing recurrence of paroxysms. It exerts a direct bronchial 
/ relaxing influence through the action of its contained aminophylline 
/ and ephedrine, and a central action by means of phenobarbital. 
7 Each teaspoonful (5 cc.) provides: 
/ Aminophylline.......... 100 mg. (14 gr.) 
7 A Ephedrine............. 20 mg. (14 gr.) 
7 Phenobarbital.......... 20 mg. (14 gr. 

Pd Elixir Thalfed is particularly useful in chronic asthmatic states because of 
y) its preventive action against recurrence of seizures and because it combats the 
! frequent tendency to nightly paroxysms. Valuable also in controlling the cough 

associated with allergic rhinitis and chronic asthmatic bronchitis. Elixir Thalfed 
\ is available on prescription through all pharmacies. 


XN THE S. E. MASSENGILL COMPANY 
~ Bristol, Tenn.-Va. 
NEW YORK e SAN FRANCISCO e KANSAS CITY 
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1. HIGH IN PROTEIN—19%—as a result, a single ounce of Cerevim e provides 5% grams 
of protein—plus: 


2. THIAMINE—O.6 mg. per ounce of Cerevin oe "The cumulative effects throughout a 
lifetime...(of thiamine)...may spell the difference between alert, successful 
living and a marginal effectiveness."'—plus: 


NIACINAMIDE—6.0 mg. per ounce of Cerevim gs in accord with The National Research 


3. 
Council's recommended allowance?—since "Nicotinic acid is found in natural foods 
only in limited amounts."3—plus: 

4. RIBOFLAVIN—O.9 mg. per ounce of Cerevim @ for this factor is directly related to 


growth‘ and is "essential to the defense powers of the organism">—plus: 


5. CALCIUM—300 mg. per ounce of Cerevim es thus supplying 8 times the calcium ina 
fluid ounce of milk—plus: 


IRON—7.5 mg. per ounce of Cerevim @ since "a child's increasing need for iron 
cannot safely be left to chance."®plus: 


COPPER—0.3 mg. per ounce of Cerevim e in the 1:25 ratio which Elvehjem, et al.? 
and Cason’ found particularly effective in raising hemoglobin levels in infancy. 
With such natural foods of high biologic value as: 


8. WHOLE WHEAT MEAL 9. OATMEAL 10. CORN MEAL 11. NON-FAT MILK SOLIDS 12. BARLEY 
13. WHEAT GERM 14. BREWERS' DRIED YEAST 15. MALT 


Leading to such benefits as the literature’ reports: : 
17. “improvement in pediatricians’ 


7. 


16. "increase in urinary output of riboflavin" 
scores" 18. "improvement in skeletal maturity" 19. “improvement in skeletal 
mineralization" 20. "retardation of increase in dental caries" 21. "recession 
of corneal vascularization" 22. "improvement in the condition of the gums" 


23. Better Bowel Function!® 


24. PALATABILITY—Cerevim a makes all the above acceptable as well as available to 
infants and children. 


in all—24 good reasons 
why CEREVIM is 
a first among first foods 


a pre-cooked cereal for professional specification now 
produced exclusively at the M & R Dietetic Laboratories 


BIBLIOGRAPHY: 


September 1949 
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The virtues of Kwell 
Ointment are discussed 
in the following articles: 


1. Wooldridge, W. E.: The 
Gamma Isomer of Hexachlo- 
rocyclohexane in the Treat- 
ment of Scabies, J. Invest. 
Dermat. 10:363 (May) 1948. 


2. Niedelman, M. L.: Treat- 
ment of Common Skin Dis- 
eases in Infants and Children, 
J. Pediat. 32:566 (May) 1948. 


3. Cannon, A. B., and McRae, 
M. E.: Treatment of Scabies, 
138:557 (Oct. 23) 
1948. 


4. Goldman, L., and Feldman, 
M. : Human Infestation 
with Scabies of Monkeys, 
Arch. Dermat. & Syph. 59: 
175 (Feb.) 1949. 

5. Fox, E. C., and Shields, T. 
L.: Résumé of Skin Diseases 
Most Commonly Seen in 
General Practice, J.A.M.A. 
140:763 (July 2) 1949. 
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The specific, positive scabicidal properties of Kwell Ointment are 
employed to particular advantage during the warm summer months 
with their concurrent increase in the incidence of scabies. Kwell 
Ointment usually eradicates scabies infestation with a single appli- 
cation. Its action is prompt, and secondary dermatitis or skin 
irritation rarely follows its use. Its extreme blandness makes its 
application permissible even in the presence of secondary infection. 

Kwell Ointment owes its scabicidal action to the gamma isomer 
of benzene hexachloride—0.5% in a vanishing cream base. This 
parasiticide is specifically lethal for Sarcoptes scabiei yet in the con- 
centrations employed it is nontoxic to man. Available on prescrip- 
tion at all pharmacies in 2 oz. and 1 Ib. jars. 


CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 E. 42ND STREET, NEW YORK 17, N. Y, 
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now! 


the 2 safest sulfonamides 
combined 


e 
ni p t d “The value of sulfonamide mixtures in 


reducing crystalluria and renal 
f| id ; complications is based on undisputed 
U { 0 r m experimental evidence.””! 
EsKADIAMER is a combination of 
the two safest sulfonamides 
now in general use— 


sulfamerazine and sulfadiazine. 


Children—and adults who balk at 

bulky half-gram tablets—take 

EsKapIAMER willingly because it tastes 
good and is easy to swallow. Because 
EsKADIAMER is so unusually palatable. 
it is particularly useful when a 

, prolonged course of therapy (as in 
prophylaxis) is indicated. 


1. Lehr, D.: Sulfonamide Mixtures, 
J.A.M.A. 139:398 (Feb. 5) 1949 


Eskadiamer 


the delicious fluid preparation of sulfamerazine and sulfadiazine 
, Smith, Kline & French Laboratories, Philadelphia 


Each 5 ec. (one teaspoonful) contains 0.25 Gm. (3.86 gr.) microcrystalline sulfa- 
merazine and 0.25 Gm. (3.86 gr.) microcrystalline sulfadiazine—the dosage equiva- 
lent of the standard 0.5 Gm. (7.7 gr.) sulfonamide tablet. 


y 
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Prothricin is a clear, pleasantly 
flavored isotonic solution of 
antibiotic tyrothricin, 

0.02% and Propadrine® HCI, 
1.5% (vasoconstrictor). 


Antibiotic Nasal Decongestant 


description 


ind IC ations . nasal congestion 
: due to infection 


Prothricia promptly 
relieves intranasal 
congestion, 
combats local 
infections. 


Supplied in dropper-assembly bottles containing 1 fluidounce. 
Sharp & Dohme, Philadelphia 1, Pa. 
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On the basis of formal and informal 
clinical reports the following dos- 
ages of Dramamine are indicated: 


} ra m a m i ne . after 
4 Similar dosage 
Brand of mee} ond before retiring, 
MOTOR CAR, STREET 
Bus SICKNESS 

Sea r le ip. Ther eafter, similar dosage 


°Ppproximately every four hours 


RESEARCH IN THE SERVICE OF MEDICINE if necessary 


*Dramamine is the trademark of 
G. D. Searle & Co., Chicago 80, Illinois 


dations 
SEASICKNESS 
, : One 100 mg. tablet one hour before boarding 
} the ship. Thereafter, one tablet before or with 
each meal and before retiring, as indicated. 
_ 
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VITAMIN 


“Vitamin By, per unit of weight, is the most effective 


RUBRAMIN 


SQUIBB vitamin Biz concentrate 


now in plentiful supply 


> essentially painless, protein-free aqueous solution 


> approximately the same cost as Liver Extract 
1 cc. ampuls, each ampul containing 15 micrograms of 
vitamin B::. Boxes of 5. 


Dosage for 15 microgram RUBRAMIN is the same as that for 
15 unit Liver Extract. 


*‘RUBRAMIN®’ IS A TRADEMARK OF E. R. SQUIBB & SONS 


SQUIBB ManuracruRING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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elixir 


ELIXIR MESOPIN 


(BRAND OF HOMATROPINE METHYL BROMIDE) SR 


= 

1S COUNCIL ACCEPTED!?! 
ee 


Elixir Mesopin permits the administration of a proven gastrointestinal 
anti ic—highly selective in its action—in a liquid form. 
It may be prescribed alone or in combination with many other commonly used drugs. 


In digestive tract pain due to spasticity and hyperactivity, Mesopin 

provides prompt relief with virtual freedom from the undesirable side 

effects of atropine and. belladonna. Effective relief of 

gastrointestinal spasticity may be obtained in such conditions as peptic ulcer, 
dyspepsia, flatulence, biliary disease, and constipation. 


Supplied on prescription in 16-ounce bottles, each teaspoonful contains 2.5 mg. 
Mesopin, the equivalent of one Mesopin tablet. 


Dosage: Adults, one to two teaspoonfuls; Infants, 15 to 20 drops. 


Mesopin Tablets (2.5 mg.) also available. 


THERAPEUTIC VEHICLE - SELECTIVE GASTROINTESTINAL ANTISPASMODIC 


ENDO PRODUCTS INC. © RICHMOND HILL 18, N. Y. 


Vo 
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WAS, IS and 
WILL BE 
Dependable 0.1 Gram 


in digitalization 


UAMIES, ROSE 
ass, 


and its maintenance 


Pil. Digitalis (“Davies, Rose) 
0.1 Gram (approx. 1 grains) 
“Physiologically Standardized 


Each pill contains 0.1 Gram (approx. 1% grs.) Powdered Digitalis, 
produced from carefully selected leaf of Digitalis purpurea, therefore of an 
activity equivalent to 1 U.S.P. XIII Digitalis Unit. 


When Pil. Digitalis (“Davies, “Rose) are dispensed on a prescription, 
the physician is assured that the patient receives digitalis in its completeness 
and obtains the full benefit of the therapy. 


Trial package and literature sent to physicians on request. 


Davies, Rose & Company, Limited 


Manufacturing Chemists, Boston 18, Massachusetts 


: 
| 

| .~AUTION: To be |i 
dispensed only by or 

® physician 
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VITAL FACTORS 


Upon proper nutrition does the ability to reproduce largely 
depend. The pregnant woman needs greater balanced amounts 
of food essentials. On this period depends the whole course 
of the pregnancy and the well being of the child in his initial 
six months of life. 


Protein, minerals, and vitamins, the elements necessary for 
the construction, maintenance, and regulation of the body cells 
of the mother and child must necessarily be supplied from her 
daily intake. 


Among the minerals there is urgent need for calcium, iron 
and phosphorus. 


Proteins are essential constituents of body cells. They are 
the building blocks. Broken down into amino acids, they are 
used in growth, tissue repair, and the maintenance of the nitro- 
gen balance level. 


The need for the vitamins has been repeatedly stressed. Cod 
liver oil or its concentrate supplies the A and D vitamins, and 
orange juice or ascorbic acid the needed vitamin C. And since 
its storage is limited and there is a considerable loss, vitamin B 
complex must be supplied regularly. 


The body must receive a sufficient supply of proteins and 
vitamin B for proper maintenance of bodily functions. VITA- 
FOOD, Dried, and AUTOLEX, enzyme autolyzed, Brewers’ 
Yeasts, supply about 50% of nutritionally complete proteins as 
well as the entire vitamin B complex so necessary for adequate 
nutrition during pregnancy and lactation. Together with milk 
they furnish many of the factors needed during this critical 
period. 


Samples to physicians and hospitals 


VITAMIN FOOD COMPANY, INC. 


> 187 Sylvan Avenue Newark 4, N. J. 


Vol 
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Gelusil* Antacid Adsorbent, an especially prepared, 
nonreactive aluminum hydroxide gel, 
protects the inflamed or ulcerated areas 
of the gastric mucosa against injury 
by the acid gastric juice. Unlike most aluminum 
hydroxide preparations, Gelusil* Antacid Adsorbent 
is nonconstipating.’ 


Gelusil’ ‘Warner’ 


Antacid Adsorbent 


rovides rapid and sustained relief of gastric 
connate and is particularly effective as an 
7% adjuvant in the medical management of gastric 
Gelusil or duodenal ulcer. 


Antacid is available as a pleasant-tasting liquid or tablet. 
Adsorbent Liquid—6 and 12 fluidounces. 


Tablets, individually wrapped in cellophane— 
boxes of 50 and 100 tablets. Also bottles of 1000. 


*Rossien, A. X., and Victor, A. W.: The Influence of An Antacid on Evacua- 
tion of the Bowels and the Fecal Column, Am. J. Dig. Dis., 14:226, July, 1947. 


William R. Warner & Co., Inc. 
New York St. Louis. 


*T. M. Reg. U. S. Pat. Off. 
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PROGRESS REPORT ON’ | 
NEW ANTIANEMIC AGENT | 


N 1946, observers”? noted that striking results could be 
expected from the treatment of hypochromic anemia with 
molybdenized ferrous sulfate (Mol-Iron). 


Subsequently a two-year investigation* of Mol-Iron was 
initiated in anemia of pregnancy—a relatively resistant type 
of anemia. 


The investigators, Chesley and Annitto, working at the 
Margaret Hague Maternity Hospital, reported: 


“... molybdenized ferrous sulfate produced a substantially 
more rapid therapeutic response than ferrous sulfate, the 
difference in response being statistically significant. Addi- 
tion to ferrous sulfate of either liver-stomach extract or folic 
acid did not potentiate the action of the iron salt.” 


> « 


REFERENCES: 


1. Dieckmann, W.J., and Priddle, H. D.: Anemia of Pregnancy Treated with Molybdenum- 
Iron Complex, American J. Obst. & Gynec. 57:541-546 (March) 1949. 

2. Healy, J. C.: Hypochromic Anemia: Treatment with Molybdenum-Iron Complex, 
Journal-Lancet 66:218-221 (July) 1946. 

3. Neary, E. R.: Use of Molybdenized Ferrous Sulfate in Treatment of True Iron Defi- 
ciency Anemia of Pregnancy, Am. J. M. Sc. 212:76-82 (July) 1946. 

“ 4. Chesley, R. F., and Annitto, J. E.: Evaluation of Molybdenized Ferrous Sulfate in the 
Treatment of Hypochromic Anemia of Pregnancy, Bulletin of the Margaret Hague 
Maternity Hospital 1:68-75 (Sept.) 1948. 

5. Kelly, H. T.: Gastro-Intestinal Intolerance to Orally Administered Iron, Pennsylvania 
M. J. 51:999 (June) 1948. WHIT 
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“Results with... molybdenum-iron complex... 
striking gncreases in hemoglobin 
dramatic... rapid 


Now Dieckmann and associates', following extensive con- 
trolled studies in pregnant patients, state: 


““We have never had other iron salts so efficacious in preg- 
nant patients... Our results with the molybdenum-iron 
complex have been . . . striking . . . increases in hemoglobin 
were... dramatic and... rapid...” 


—And Mol-Iron is remarkably well tolerated. Typical of the 
findings of other investigators, Kelly* reports that 90% of 
his test patients who had previously been unable to tolerate 
other iron preparations were satisfactorily maintained on 
molybdenized ferrous sultate. 


MOLYBDENIZED FERROUS SULFATE 


a specially processed, co-precipitated, stable complex of molybdenum oxide 3 mg. 
(1/20 gr.) and ferrous sulfate 195 mg. (3 gr). Recommended adult dosage: 2 Tab- 
lets, t.id. Available in bottles of 100 and 1000 Tablets and in a highly palatable 
Liquid, in bottles of 12 fluid ounces (each teaspoonful equivalent to one Tablet). 


WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7, N.J 
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A VITAL FACTOR IN 
THERAPY 


The sound and wholesome nutritious 
diet is an integral part of modern day 
preventive and definitive therapy. A 
steady stream of adequate amounts of all 
the essential nutritional elements is vital 
for good growth, maintenance of tissue 
structure and functioning, healing after 
trauma, and resistance to infection. For 
maintaining this daily, steady stream of 
nutrients, however, conditions both in 
health and illness often make imperative 
the use of an efficient food supplement 
along with the diet. 

The multiple dietary food supplement 
Ovaltine in milk has wide usefulness for 
enhancing to full adequacy even nutri- 
tionally poor diets. Its rich store of vita- 


ag 
< 7 


mins and minerals includes vitamins A 
and D, ascorbic acid, thiamine, ribo- 
flavin and niacin, and calcium, iron and 
phosphorus. Its nutritionally complete 
protein has excellent biologic rating. 

Since these vital nutritional values 
along with carbohydrate and easily emul- 
sifiable milk fat are incorporated in liquid 
suspension or solution, Ovaltine in milk 
is also especially adapted to liquid diets. 
The highly satisfying flavor makes for its 
ready acceptability when foods are often 
distasteful. 

The important overall nutrient con- 
tribution of three glassfuls of Ovaltine 
mixed with milk is presented in the 
accompanying table. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


676 
32 Gm. 


Three servings of Ovaltine, each made of 2 oz. of 
Ovaltine and 8 oz. of whole milk,* provide: 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 


3000 1.U. 
RIBOFLAVIN. 20 mg. 


NIACIN.... . 
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"Baby Talk for a 
Good Square Meal" 
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The introduction of the New Improved Biolac has met with wide professional interest. 
Made available as a product of the latest and the most modern refinements in manue 
facturing facilities, this prescription favorite is now better than ever. 


NUTRITIONALLY RELIABLE: More than ever 
complete in known nutrients (when vitamin C is 
added), the New Improved Biolac meets every 
known nutritional requirement of the infant. 

All essential fatty acids — with the volatile frac- 
tion held to a minimum — are provided by moder- 
ate amounts of especially combined fats. 

Vegetable and milk sugars—for more satis- 
factory absorption — are supplied by Biolac’s car- 
bohydrate content. Further carbohydrate supple- 
mentation is unnecessary. 

In protein content, the New Improved Biolac 
is significantly higher than that of human milk, 
yielding small, easily digested curds, less allergenic 
than those of untreated cow’s milk. 

Prophylactically high levels of such important 
mineral factors as iron, calcium and phosphorus are 
incorporated in the New Improved Biolac, together 
with vitamins A, B,, B. and D. Infant caloric re- 
quirements, too, are fully met by Biolac’s 20 cal- 
ories per fluid ounce in standard dilution. 


PHYSICALLY IMPROVED: A higher and more 
stable degree of emulsification of the New Im- 
proved Biolac— thereby facilitating digestion — 
has been brought about by the utilization of every 
refinement, and the most modern equipment, known 
to modern infant food manufacturing. 

Preparation for feeding is easily calculated; 
quickly completed — 1 fl. oz. New Improved Biolac 
to 1% fl. oz. water per pound of body weight. 
NOW, BETTER THAN EVER! The New Improved 
Biolac can be used interchangeably with the former 
Biolac which has the same percentage composition 
of nutritional factors... When you prescribe the 
New Improved Biolac (it costs no more) you may 
do so with complete confidence. Available only in 
drugstores, in cans of 13 fl. oz. 


THE BORDEN COMPANY 
PRESCRIPTION PRODUCTS DIVISION 
350 MADISON AVENUE + NEW N.Y. 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


EYE, EAR, NOSE and THROAT For the GENERAL PRACTITIONER 


Intensive full-time instruction in those subjects which 
are of particular interest to the physician in general 
practice, consisting of clinics, lectures and demon- 
strations in the following departments—medicine, pe- 
diatrics, cardiology, arthritis, chest diseases, gastroenter- 
ology, diabetes, allergy, dermatology, neurology, minor 
surgery, clinical gynecology, proctology, peripheral 
vascular diseases, fractures, urology, otolaryngology, 
pathology, radiology. The class is expected to attend 
departmental and general conferences. 


A combined full-time course covering an academic year 
(9 months). It consists of attendance at clinics, wit- 
nessing operations, lectures, demonstration of cases and 
cadavar demonstrations; operative eye, ear, nose and 
throat on the cadavar; head and neck dissection 
(cadaver); clinical and cadaver demonstrations in 
bronchoscopy, laryngeal surgery and surgery for facial 
palsy; refraction; radiology; pathology; bacteriology; 
embryology; physiology; mneuro-anatomy; anesthesia; 
physical therapy; allergy; examination of patients 
preoperatively and follow-up postoperatively in the 
wards and clinics. Also refresher courses (3 months). 


PHYSICAL MEDICINE 


ANESTHESIA Didactic lectures and active clinical application of all 

present-day methods of physical therapy in internal 

A three months full-time course covering general and medicine, general and traumatic surgery, gynecology, 

regional anesthesia, with special demonstrations in the urology, dermatology, neurology and pediatrics. Special 

clinics and on the cadaver of caudal, spinal, field blocks, demonstrations in minor electrosurgery, electrodiagnosis, 

etc.; instruction in intravenous anesthesia, oxygen fever therapy, hydrotherapy, including colonic therapy, 
therapy, resuscitation, aspiration bronchoscopy. light therapy. 


FOR INFORMATION ADDRESS. 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N. Y. 


BRAWNER’S SANITARIUM 


Established 1910 
Smyrna, Georgia (Suburb of Atlanta) 


FOR THE TREATMENT OF 
Nervous and Mental Illnesses, Drug and Alcohol Addictions 


JAS. N. BRAWNER, M. D., Medical Director 
ALBERT F. BRAWNER, M.D., Dept. for Men JAS. N. BRAWNER, JR., M.D., Dept. for Women 


CHARLES B. TOWNS HOSPITAL 


ESTABLISHED 1901 
FOR ALCOHOLISM, NARCOTIC AND BARBITURATE ADDICTIONS exclusively 


THe Towns TREATMENT is a medical and psychiatric procedure. 

Withdrawal of narcotics, either opiates or synthetics, is by rapid reduction and specific medication. 

After 47 years, this treatment is generally accepted as standard. 

Physicians and psychiatrists in residency. Trained nursing, physio and hydrotherapy staff. 

Patients are assured of complete privacy if desired. Length and cost of treatment are pre-determined. 
Advantageously situated facing Central Park. Solarium and recreation roof. Excellent cuisine and service. 


W. D. Smxwortn, Medical Supt. Literature on request. Epwarp B. Towns, Director 


293 CENTRAL PARK WEST e NEW YORK 24, N. Y. . SChuyler 4-0770 
Member American Hospital Association. Our ad also appears in the JAMA and other leading medical journals. 
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ACUFF CLINIC 


514 West Church Ave. 
KNOXVILLE, TENNESSEE 


DIAGNOSIS, MEDICINE, SURGERY, ALLIED SPECIALTIES 


MODERN PHYSICAL MEDICINE and REHABILITATION DEPARTMENT 


The Clinic is equipped with 100 mgm of Radium element and the latest type one 


quarter million volt constant potential X-Ray therapy equipment for the treatment 
of all forms of malignant diseases. 


BLACKMAN-WALTON 
SANATORIUM 


ATLANTA, GA. 


A Medical Institution featuring com- 
plete hydrotherapy and other physical 
measures. 


THE ALCOHOL PATIENT is given special- . 
ised treatment and instruction. 


Cardiac, Nutritional and Arthritic cases re- 
ceived. 


25 rooms of service and comfort—hotel type. 


W. W. Blackman, M.D. 
John M. Walton, M.D. 
418 Capitol Ave., S. E., 4 blocks from the Capitol. 
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One of America’s Fine Institutions . . . 


Dedicated to the Scientific Treatment of Nervous and Mental Disorders . . . 
...In a Setting of Inviting Friendliness and Simple Grace . . . Elevation 1,200 Feet 
Newdigate M. Owensby, M.D., Psychiatrist-in-Chief 


Atlanta Office, 384 Peachtree Street _ Reservation Necessary 
Auending Physician BROOK HAVEN MANOR SANITARIUM 
Elizabeth Hancock, Psycho-Therapist STONE MOUNTAIN, GA. 


85 Consulting Physicians and Surgeons 
We do not treat acute alcoholic intoxication or narcotic addiction 


APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, 
alcohol and drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled 
all year round climate for health and comfort. All natural curative agents are used, such as 
physiotherapy, occupational therapy, shock therapy, outdocr sports, horseback riding, etc. Five 
beautiful golf courses are available to patients. Ample facilities for classification of patients. Rooms 
single or en suite with every comfort and convenience. 


For rates and further information write Appalachian Hall, Asheville, N. C. 
Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 
Thoroughly modern in architecture and construction. Eight departments—affording proper classification of aye 
All outside rooms, fur and rooms with private bath on each floor. 
spacious sun parlor in each department. , a on the crest of Higdon Hill, 1050 feet above sea level, cuieiien 
the city, an | sur ded by an exp of beautiful woodland. Ample provision made for diversion and helpful 
Adeq night and day nursing service maintained. 


pt A. pont M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


THE CARROL TURNER SANATORIUM 
MEMPHIS, TENNESSEE, Route 6, Box 288 oa 
For the Diagnosis and Treatment of Mental and Nervous Disorders r 


Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the Bristol High- 
way). 53% acres of wooded land and rolling fields. Equipment new and modern, including the latest equipment fer y 

electro-shock, physical and hydrotherapy. Special emphasis is laid upon eccupational and recreational therapy under a 
the supervision of a trained therapist. An adequate nursing personnel gives individual attention to each patient. . 
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Aluminum PENICILLIN. 


ORAL TABLETS 


Aluminum Penicillin Oral Tablets are clinically effective in the treat- 
ment of penicillin susceptible infections. 

Containing the almost insoluble trivalent aluminum salt (not a mix- 
ture), they provide for maximum utilization of the dose administered. 

Low solubility of Aluminum Penicillin renders it much less liable to 
inactivation in the stomach. Destruction in the intestinal tract is in- 
hibited by the addition of sodium benzoate. Slow conversion to a 
readily absorbed form in the more alkaline conditions of the intestinal 
tract enhances clinical effectiveness. 

Aluminum Penicillin is not toxic in doses far exceeding those used 
therapeutically and does not cause gastric disturbance. 

Detailed information will be sent to physicians on request. 


Specify Aluminum Penicillin Oral Tablets, H. W. & D. 


Supplied in vials of twelve tablets each containing Aluminum 
Penicillin, 50,000 units, and sodium benzoate, 0.3 gram. 
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THE SURGERY OF PRIMARY 
GLAUCOMA* 


SELECTION OF OPERATIONS BASED ON MODERN 
CLASSIFICATION, PATHOLOGIC FINDINGS AND FUNC- 
TION OF THE EYE WITH ESPECIAL REFERENCE TO 
CYCLOELECTROLYSIS AND ELECTROPARACENTESIS 


By Conrap BERENS, M.D. 
L. BENJAMIN SHEPPARD, M.D. 
ARTHUR B. DUEL, Jr., M.D. 
and 
Louis J. Grrarp, M.D. 
New York, New York 


In selecting the operation to perform in a 
given case of glaucoma, surgeons are necessarily 
influenced by their ability to perform the vari- 
ous operations and their results. Moreover, they 
are guided to a certain extent by the results 
obtained by colleagues in whom they have con- 
fidence, and by their teachers. When we recall 
that John M. Wheeler performed the trephine 
operation almost exclusively, except in acute 
glaucoma, John E. Weeks preferred iridosclerec- 
tomy and Robert G. Reese and E. Gruening per- 
formed basal iridectomy followed by massage of 
the eye in all types of glaucoma, it is evident 
that each of these operations can produce excel- 
lent results in experienced hands. 


In an effort to crystallize our own thinking 
concerning the selection of operations for glau- 
coma, we have tabulated much of the literature 
on surgical results. However, the results of sur- 
gery, as demonstrated by statistical analysis, 
can furnish only a partial answer to the prob- 
lem of selecting the operative technic to be 


*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Forty-Second Annual Meeting, Miami, 
Florida, Ociober 25-28, 1948. 


*Aided by grants from the John and Mary Markle Foundation 
and The Ophthalmological Foundation, Inc. 


employed in a given case. This is true because 
of the lack of a universally accepted classifica- 
tion of the types of glaucoma and the variability 
of general and local eye conditions encountered 
in each individual. Furthermore, most mono- 
graphs do not include sufficient detail concern- 
ing the length of time glaucoma has existed 
and the amount of anatomical and functional 
damage to the eye at the time of operation. 
The period of time intervening between the 
operation and the tabulation of the results and 
many other important factors in evaluating the 
statistical reports are usually not specified. 

These data concerning the choice of operation 
for primary glaucoma are published with hesi- 
tancy because of the great complexity of the 
problem and because of our inability to be dog- 
matic in recommending indications for a certain 
operation to be performed for a specific type of 
glaucoma. 


A RESUME OF SURGICAL RESULTS IN GLAUCOMA 


The results of 13,502 operations for glaucoma 
selected from 25,000 reported in the literature 
and including our own cases are shown in Ta- 
ble 1. 

In spite of the large number of cases included 
in Table 1, there are instances in which the 
number of eyes operated upon by certain tech- 
nics is too small to be statistically significant. 
It is interesting, however, to note the large per- 
centage of good results reported when iridectomy 
alone was used in the treatment of chronic sim- 
ple and chronic congestive glaucoma. Trephining 
seems to have been used for all types of glau- 
coma and, except in buphthalmos and absolute 
glaucoma, the results compare favorably with 
other filtering operations. However, A. Fuchs! 
discontinued trephining after performing 1,000 
operations and we prefer the LaGrange irido- 
sclerectomy or the punch modification (irido- 
corneosclerectomy ). 


q 
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SELECTION OF OPERATIONS FOR VARIOUS TYPES 
OF PRIMARY GLAUCOMA 
ACUTE PRIMARY GLAUCOMA 


Basal Iridectomy. — Broad basal iridectomy 
(Graefe) is still the operation chosen by many 
surgeons and is indicated especially if the patient 
is seen early and when the chamber angle is nar- 
row. In recent years, however, iridencleisis has 
become increasingly popular. When the eye is 
not too congested and there is a history of pre- 
vious attacks or peripheral anterior synechiae 


RESULTS OF 13,502 OPERATIONS FOR PRIMARY 
GLAUCOMA* 


Acute Primary Glaucoma 


Vision (improved 
or unchanged) 
Tension (controlled 


No. of or lowered) 

Operation Performed Eyes Per Cent 
76 
Iridocorneosclerectomy 82 82 
Iridectomy 234 68 
LaGrange _iridosclerectomy 65 57 
92 70 
Cyclodiathermy 60 
Cycloelectrolysis so 
73 
Anterior 69 


Chronic Simple Glaucoma+ 


77 
Iridocorneosclerectomy 119 90 
215 65 
LaGrange iridosclerectomy_. 394 73 
58 
Cycloelectrolysis 87 
74 
Anterior sclerectomy 56 


Chronic Congestive Glaucomat 


92 
Iridectomy 54 
LaGrange iridosclerectomy 218 70 
1509 66 
2696 72 
Anterior sclerectomy... 82 


*Over 25,000 operations are reported in the literature, but in- 
complete data prevented the inclusion of many results. 


tIn only a few cases was differentiation made between wide and 
narrow angle types. 


tMost of this group probably of the narrow angle type. 
Table 1 
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are found or suspected, iridosclerectomy should 
be considered. Some operation, either iridec- 
tomy, iridencleisis or iridocorneosclerectomy is 
usually indicated if medical treatment is ineffec- 
tive after 12 hours’ trial. If operation is delayed 
peripheral anterior synechiae may form and pre- 
vent the execution of an effective basal iridec- 
tomy. 


Iridencleisis—Although iridencleisis (Holth?) 
is used by some surgeons,’ * our experience has 
demonstrated that unless the acute hypertension 
can be controlled medically and congestion is 
minimal, iridencleisis is usually ineffective. How- 
ever, if the patient is seen late during or after an 
acute attack and anterior synechiae have formed, 
then iridencleisis will be more effective than 
iridectomy. 


Iridosclerectomy and Iridocorneosclerectomy. 
—Although LaGrange® did not recommend his 
technic of iridosclerectomy for acute glaucoma 
in his original paper, some surgeons have adopted 
this procedure for these cases (Table 1). 

We have performed iridocorneosclerectomy® on 
82 eyes with acute glaucoma and the tension 
was reduced to 30 mm. Hg. (Schiotz) or less in 
82 per cent, to 35 mm. Hg. in 5 per cent but 
tension was not controlled or increased in 13 per 
cent. Iridosclerectomy and _ iridocorneosclerec- 
tomy may be successful early in an acute attack 
but they are not the procedure of choice except 
in later stages. 


Cycloelectrolysis. —1f one of the operations 
mentioned fails to control tension, cycloelectroly- 
sis should be considered as a secondary pro- 
cedure. However, the number of cases studied so 
far is too small to recommend this operation as 
a primary procedure. 


Tre phining.—The trephine operation has been 
used by a few surgeons to obtain filtration in 
acute glaucoma (tension controlled in 75 per 
cent of 109 cases, Table 1), particularly when 
the iris is atrophic. However, we prefer sclerec- 
tomy with a broad basal iridectomy when a 
fistulizing operation is to be chosen in the late 
stages of acute glaucoma. 


Chronic Primary Glaucoma.—It is generally 
conceded by ophthalmic surgeons in the United 
States of America that there are two main types 
of so-called primary glaucoma, the narrow and 
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wide angle types. The narrow angle type is 
characterized by closure of the structures in the 
chamber angle as a result of contact of the iris 
with the lateral wall of the angle. The presence 
of narrowing of the chamber angles usually may 
be determined by biomicroscopy but with great- 
er certainty by gonioscopy. Even after careful 
study, in certain cases, there may be considerable 
doubt as to whether one is dealing with a wide 
or narrow angle glaucoma. In wide angle glau- 
coma the angle remains markedly open in spite 
of increased intra-ocular pressure and in some 
cases the angle appears normal. In others, an 
increase of pigment may be seen in the angle but 
its relation to the elevated tension is not clear. 
With more refined methods of examination we 
may some day detect changes in the trabeculae, 
Schlemm’s canal or the aqueous veins that will 
explain some of the underlying physiopathology 
of glaucoma. The work of Ascher’? and others 
on the role of the aqueous veins in glaucoma 
is promising. 

Our experience has clearly demonstrated that 
it is important to examine for possible etiologic 
factors (especially chronic infections and bac- 
terial allergy) because in spite of the name 
“primary,” mild iritis follows many operations 
for glaucoma deemed to be of the chronic sim- 
ple type. The same type of postoperative in- 
flammation, which some consider traumatic, 
rarely follows optical iridectomy for congenital 
cataract. Pathologic examination of 437 eyes 
diagnosed as chronic simple glaucoma revealed 
that in 38 of these eyes, the diagnosis should 
have been glaucoma secondary to uveitis.? 


The role of allergy in glaucoma is yet to be 
determined but we! have found that allergy 
to foods should be considered. 


Iridectomy.—If the angle is narrow, tension is 
fairly well controlled by miotics and few syne- 
chiae have formed but the field is contracting, 


basal iridectomy may suffice to control tension 
(Table 1). 


Sclerectomy.—If the base pressure!! is under 
30 mm. Hg. (Schiotz) and the angle is wide, the 
flap sclerotomy of Cruise!? or a narrow simple 
punch sclerectomy with the immediate use of 
miotics is often successful. The term base pres- 
Sure, as used by Reese,!! signifies the lower 
limits of the excursions of the pressure taken 
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from time to time, and represents a “rest period.” 
If the base pressure is under 35 mm. Hg. 
(Schiotz), the iris is normal and no chronic 
infection exists, cyclodialysis and trephine opera- 
tions are usually successful in both wide and 
narrow angle glaucoma. We should not forget 
that Uhthoff!’ reported that 75 per cent of cases 
of chronic simple glaucoma were controlled by 
basal iridectomy. However, in wide angle glau- 
coma, iridectomy is seldom effective unless iris 
tissue is incarcerated. 


Gun barrel fields are a contraindication to 
operation according to Dunnington.'* This state- 
ment is supported by the experience of one of 
us (C. B.) who unfortunately performed irido- 
corneosclerectomy for chronic primary glaucoma 
in one eye in spite of the existence of bilateral 
gun barrel fields. The result was blindness in 
both eyes, because acute glaucoma developed 
postoperatively in the other eye and the small 
central field was lost in the eye operated upon. 
Cycloelectrolysis may prove to be the operation 
of choice and Blake!’ questions whether it should 
not be advocated for these cases. 


Cyclodialysis. — Cyclodialysis combined with 
the injection of air is preferred by us as the 
primary procedure if the field is markedly con- 
tracted in the wide angle type of glaucoma; 
and when peripheral anterior synechiae have 
formed but are not too extensive in narrow angle 
primary glaucoma. Patients whose base pres- 
sure is low and those whose tension is well 
controlled by miotics seem to do best. 


Iridencleisis. — Iridencleisis is preferred for 
severely contracted fields by Vail.!° Even 
though the field of vision was stationary follow- 
ing iridencleisis in 75 per cent of 1,019 patients 
reported by Holst,!? we are apprehensive con- 
cerning this procedure. That iridencleisis can 
result in sympathetic ophthalmitis has been 
pointed out by Schlivek!* who reported one case, 
and McLean!® who reported three cases. Addi- 
tional cases have been reported by Olssen, Green- 
wood and Herbert.'® Herbert also reported hav- 
ing seen six instances of sympathetic ophthalmia 
following trephine operations. Reese!® agrees 
that sympathetic ophthalmitis may develop from 
iridencleisis, but believes that his ability to arrest 
severe cases of glaucoma justifies the procedure. 
If the angle is narrow but the iris is normal, 
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Dunnington'* considers iridencleisis the opera- 
tion of choice. 

Iridocorneosclerectomy.— If peripheral an- 
terior synechiae have developed or chronic infec- 
tion exists which cannot be eliminated, or the 
iris is atrophic, even though the eye is appar- 
ently quiet, and particularly when cataract is 
developing, iridocorneosclerectomy with complete 
iridectomy is preferred. This holds true for wide 
angle glaucoma, especially when simple iridec- 
tomy fails, and in narrow angle primary glau- 
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coma when adhesions have started to form. 
Since the first operation was performed in 1925, 
we have performed over 500 iridocorneosclerec- 
tomies and have modified the technic but 
slightly. 

The technic of iridocorneosclerectomy® con- 
sists principally of making a serrated wound in 
the sclera and cornea with a special scleral 
punch combined with peripheral or complete 
iridectomy, thereby developing a long narrow 
filtering cicatrix. We now prefer to use a curved 


Fig. 1 


Iridocorneosclerectomy. When there is no Tenon’s capsule anterior to the insertion of the superior rectus, a flap of Tenon’s 
capsule is partially freed and the flap is drawn downward by two double-armed (7-0) black silk sutures attaching the flap to 
the episcleral tissue close to the limbus on each side of the wound. 
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narrow glaucoma knife?° in making the straight 
incision on the curved surface of the eyeball, 
especially when the anterior chamber is mod- 
erately shallow, instead of a hollow ground kera- 
tome as described in the technic originally. If 
the anterior chamber is extremely shallow a 
scratch incision is made 1.5 mm. posterior to 
the limbus. If the conjunctiva is thin, only a 
small sclerectomy is performed and Tenon’s 
capsule is drawn over the sclerotomy wound. 
When there is no Tenon’s capsule anterior to 
the insertion of the superior rectus, a flap of 
Tenon’s capsule is dissected from above the su- 
perior rectus, partially freed and drawn down- 
ward by two double-armed (7-0) black silk su- 
tures. In this way the flap is attached to the 
episcleral tissue close to the limbus on each side 
of the wound (Fig. 1). We also use this pro- 
cedure to insure a thick flap in other opera- 
tions where subconjunctival filtration is desired, 
that is, in trephining, iridencleisis, iridosclerec- 
tomy and flap sclerotomies. 


When the base pressure is over 35 mm. Hg. 
(Schiotz) without the instillation of eserine or 
the more powerful miotics, iridocorneosclerec- 
tomy with incarceration of one pillar of the iris 
may help in maintaining filtration if the iris is 
not too atrophic. 


Cycloelectrolysis——In the event one or more 
of the above procedures fails to control tension, 
cycloelectrolysis is recommended. It is our opin- 
ion that cycloelectrolysis produces less conges- 
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tion and does not cause an immediate post- 
operative hypertension due to scleral shrinking. 

In Negro patients we have used cycloelec- 
trolysis?! as the primary procedure to diminish 
the secretion of the aqueous, because filtering 
operations are usually unsatisfactory. Iliff?? re- 
ported 82 filtering operations performed on 30 
Negro eyes with failures in 88 per cent of the 
cases (Table 2). 


No. and Type of Success for One 


Operations Performed or More Years Failure 
SE . 5 26 
23 Cyclodialysis 19 
2 LaGrange iridosclerectomies 1 1 
WE CN ieee 10 (12 per cent) 72 (88 per cent) 


Table 2 


The technic we employ for cycloelectrolysis 
consists of puncturing the lower half of the eye- 
ball with from 50 to 75 punctures (depending 
upon the degree of intra-ocular pressure) di- 
rectly through the conjunctiva, 2.0 to 4.0 mm. 
from and parallel to the limbus. Five milli- 
amperes of galvanic current (negative pole) are 
applied for from 3 to 5 seconds with a 2 mm. 
special conical needle.* The results of 26 cyclo- 
electrolysis operations are shown in Table 3. 


*Made by V. Mueller & Co., Chicago, IIl. 


RESULTS FOLLOWING CYCLOELECTROLYSIS FOR GLAUCOMA (26 EYES)? 


Tension Vision Visual Field Visual 
Same or Same or Visual Same or Field 
No.of Typeof Tension Not Vision Not Field Not Not 
Eyes Glaucoma Normal Improved Improved Improved Improved Improved Recorded 
7 Chronic 
simple 6 1 3 4 2 5 
10 Secondary 6 4 2 8 2 8 
1 Buphthal- 
mos 1 1 
4 Hemor- 
thagic 1 3 2 2 3 
2¢ Absolute 1 1 1 
2 Acute 2 1 1 2 
26 (total) 17 (65 per cent) 8 (30 percent) 9 (34 percent) 16 (61 percent) 2 (7 percent) 11 (42 percent) 12 (46 per cent) 


+Because of the small number of operations, the percentages in this table are inconclusive. One case of absolute glaucoma required 


evisceration and therefore is included in the total number of eyes. 


Table 3 
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If the immediate postoperative tension follow- 
ing cycloelectrolysis remains elevated, electro- 
paracentesis is performed or from 0.2 to 0.5 cc. 
of aqueous is aspirated. 


Electroparacentesis.—In electroparacentesis a 
2 mm. straight, conical electrolysis needle is di- 
rected into the angle of the anterior chamber 
through the conjunctiva and sclera. The needle 
enters obliquely from a point 1 mm. from the 
limbus and is held in position using 3 ma. of 
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galvanic current until hydrogen bubbles appear 
in the aqueous (Fig. 2). 


Cyclodiatherm~ —We reserve cyclodiathermy 
for use in those cases with advanced peripheral 
synechiae or marked vascularization of the iris 
and especially when galvanic current is not avail- 
able. 

SUMMARY 


From the observations of the work of others, 
from our own experience and from the statistics 


Fig. 2 


Electroparacentesis. A 2 mm. straight, 


conical electrolysis needle is directed into the angle of the anterior chamber through 


the conjunctiva and sclera. The needle enters obliquely from a point 1 mm. frem the limbus and is held in position using 
3 ma. of galvanic current until hydrogen bubbles appear in the aqueous. 
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included in this paper, it is evident that suc- 
cessful results have been obtained by ophthalmic 
surgeons employing widely varying technics in 
all types of glaucoma with and without the 
guidance of newer classifications. Even with the 
recent increase in our knowledge of glaucoma 
derived from gonioscopy, and the scientific, 
experimental and clinical data now available, we 
believe that it is difficult to be scientifically 
accurate in selecting an operation for certain 
cases of primary glaucoma. Until more is known 
concerning etiology, it seems that both medical 
and surgical treatment will continue to be at least 
in part on a somewhat empiric basis. 

In selecting the operative technic for chronic 
simple glaucoma, the width of the angle, the 
presence or absence of peripheral anterior syne- 
chiae, the presence of and possibility of elimi- 
nating chronic infection, the degree of atrophy 
of the iris and conjunctiva and especially the 
lower limits of base pressure!! are important 
considerations. 

We believe it is desirable to endeavor to dif- 
ferentiate the wide from the narrow angle types 
of glaucoma but that in many cases the diagnosis 
is exceedingly difficult. In acute primary glau- 
coma the operation of choice is usually a basal 
iridectomy especially when the operation may 
be performed early and the angle is narrow. 
However, this operation alone, even when com- 
bined with early and repeated massage, may not 
control tension. When the anterior chamber is 
deep, there is a history of previous attacks, the 
tension is not controlled medically or peripheral 
anterior synechiae are seen or their presence sus- 
pected, iridocorneosclerectomy is the operation of 
choice. 


That a broad basal iridectomy will control 
tension in chronic primary glaucoma if the 
angle is narrow, the iris is not atrophic, base 
pressure is low and there are few peripheral 
anterior synechiae is evident from our experi- 
ence and from analysis of statistical data. More- 
over, in skilled hands this operation may be suc- 
cessful when some of these conditions probably 
do not exist as suggested by the statistics on 
13,502 operations (Table 1). 

In the light of our present knowledge, if the 
angle is wide, an external or internal filtering 
operation should be performed. Cyclodialysis 
with the introduction of air is the operation of 
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choice if the base pressure is low and if the 
fields are markedly contracted. If base pres- 
sure is high (over 40 mm. Hg. Schiotz), irido- 
corneosclerectomy is the operation of choice; 
and if the base pressure is over 50 mm. Hg., 
iridocorneosclerectomy with incarceration of the 
iris pillars in the wound is recommended. If a 
cataract is developing rapidly or likely to pro- 
gress suddenly a complete iridectomy is per- 
formed. 


In the Negro race cycloelectrolysis is suggested _ 


as the primary procedure because of the unsuc- 
cessful results obtained from filtering operations; 
and if the tension is high after operation, it is 
followed by aspiration or electroparacentesis. 


Iridencleisis is feared because of the danger of 
sympathetic ophthalmitis and usually is em- 
ployed as a secondary rather than as a primary 
procedure. It is contraindicated if the iris 
is markedly atrophic or peripheral anterior 
synechiae are extensive. 


The physical and mental health of the patient 
as well as local conditions should be carefully 
studied in each case before deciding upon the 
type of operation. The surgeon who is thorough 
in his preoperative studies will usually reap the 
reward of better long range surgical results. 
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CHRONIC HISTOPLASMOSIS: A COMMON 
CAUSE OF PULMONARY CALCIFICATION* 


REPORT OF A CASE WITH SUPERIMPOSED 
ACUTE PNEUMONITIS 


By Bernarpv D. Ross, M.D., Ph.D. 
Miami, Florida 


Within the past five years we have had to 
revise drastically some of our previously accepted 
ideas regarding the incidence and character of 
two apparently unrelated infectious diseases 
which affect the lungs as well as other tissues. 
The first, tuberculosis, has long been known as 
an important cause of death; the other, histo- 
plasmosis, has for many years been assumed 
to be a rare and unimportant, although usually 
fatal, disease. 

Histoplasmosis was first described as a dis- 
ease entity by Darling! in 1906, who believed 
the disease was a protozoan infection related 
to kala-azar. Subsequent work by Demonbreun? 
in 1934 showed, however, that the causative 
agent was a fungus. Darling named the organ- 
ism histoplasma capsulatum, and this name has 
been retained. 

Until about three or four years ago histo- 
plasmosis was considered to be a relatively rare 
disease. By 1946 only about seventy-five cases 
had appeared in the literature (Parsons and 
Zarafonetis*), virtually all of which were fatal. 
The disease was assumed to be a highly malig- 
nant type of invasive granuloma with no known 
curative drug. Much indirect evidence has been 
accumulated during the past few years, how- 
ever, which indicates that a benign, subclinical 


*Read in General Clinical Session, Miami Day, Southern 
Medical Association, Forty-Second Annual Meeting, Miami, Florida, 
October 25-28, 1948. 
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form of this disease which radiologically simu- 
lates tuberculosis is prevalent in certain parts 
of the United States. 

The first intimations of possible error in the 
classical concept that small areas of calcifica- 
tion in the lung could only mean healed child- 
hood tuberculosis occurred as early as about 
1930, when reports began to appear indicating 
that some children had x-ray evidence of tuber- 
culosis even though their tuberculin tests were 
negative.* > For some time it was the vogue to 
assume that the children had lost their allergy 
to the disease and were anergic, but this con- 
cept could not satisfactorily explain the variable 
incidence of tuberculin negativity which was 
subsequently found in children with pulmonary 
calcification in different parts of the United 
States. Studies of large groups of school chil- 
dren in certain parts of Tennessee showed that 
it was not uncommon in this area for tuberculin 
negativity to be present in as high as 50 per 
cent of cases having the type of pulmonary 
calcification usually considered diagnostic of 
childhood tuberculosis.°’* In contrast to this, 
Opie and McPhedran‘ found that in Philadelphia 
less than 20 per cent of cases with pulmonary 
calcification were tuberculin negative. 

It was this type of discrepancy which prompt- 
ed Palmer and co-workers in the U. S. Public 
Health Service? !°!!!21!3 and Christie and his 
associates at Vanderbilt University'* !5 '° to initi- 
ate the studies which resulted in pinning down 
histoplasmosis as the probable major cause of 
pulmonary calcification in certain parts of the 
United States. The studies by these two groups, 
using chest x-rays and skin tests with tuberculin 
and histoplasmin on thousands of subjects from 
all states of the union, demonstrated rather con- 
vincingly that the high incidence of pulmonary 
calcification among residents of certain of the 
south central states (Kentucky, Missouri, Ten- 
nessee, Mississippi and parts of Ohio, Kansas, 
Indiana and Illinois) was quite closely related 
to the high incidence of skin sensitivity to histo- 


plasmin in natives of this region. Tuberculin . 


positivity, on the other hand, showed no evidence 
of relationship to the high incidence of pul- 
monary calcification in this area. 

It is interesting to note that previously Long 
and Stearns!’ had likewise found, after a study 
of 53,400 chest x-rays of army inductees, that 
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it was this same approximate area which showed 
the highest national incidence and severity of 
pulmonary calcification. 


It should be pointed out that the above- 
mentioned studies have been based on an indi- 
rect method of diagnosing the presence of histo- 
plasmosis, that of testing for cutaneous sensi- 
tivity to histoplasmin. No one has succeeded in 
isolating the causative organism from any of 
these cases which presumably represent a benign, 
subclinical form of histoplasmosis. It would 
therefore appear more exact to state that the 
above data indicates that histoplasmosis or an 
immunologically related disease is the principal 
cause of pulmonary calcification in certain of 
our south central states. 


CASE REPORT 


The patient was a twelve-year-old white boy who had 
been a native of Indiana until 1944, when he and his 
family moved to Miami. He had always been in rela- 
tively good health except that he had a tendency to 
pass large stools, occasionally streaked with small 
amounts of blood. These stools were not observed to 
be otherwise abnormal in color, odor or consistency. 
His present illness had started one week previously, 
with the abrupt onset of high fever. No other signifi- 
cant symptoms could be elicited. When first seen at 


Fig. 1 
X-ray of chest April 12, 1948, ten days after onset of 


acute illness. Shows area of opacity in left middle lung 
field, an area above it suggestive of cavitation and 
scattered smal! areas of calcification bilaterally. 
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home he had been on sulfonamide therapy for three 
days. Because of the absence of any definite localizing 
signs or symptoms, a diagnosis of probable upper 
respiratory infection complicated by sulfonamide intoxi- 
cation was made. His fever did not disappear, however, 
during the three-day period following the cessation of 
sulfonamide therapy, and a slight unproductive cough 
appeared. He was hospitalized at Jackson Memorial 
Hospital where a physical examination revealed a well- 
developed, fairly well-nourished white boy who appeared 
to be only minimally toxic. He had a temperature of 
103,° pulse 110, and blood pressure 94/60. There was 
slight dullness to percussion and an occasional crepitant 
rale over the upper part of the left lower lobe laterally. © 
Breath sounds were normally vesicular throughout and 
there was no asymmetry of transmission of voice sounds 
which might suggest consolidation. There was no hepat- 
omegaly, splenomegaly or generalized adenopathy. 
Blood count revealed hemoglobin 11.9 grams per cent, 
red blood cells 3,950,000, white cells 10,250, polymor- 
phonuclears 78 per cent, stabs 8 per cent, lymphocytes 
12 per cent and monocytes 2 per cent. Urinalysis was 
essentially negative. Blood culture was negative after 
fourteen days. Examination of the sputum, which was 
very scant in amount, did not reveal any pneumococci, 
tubercle bacilli, fungi or spirochetes. It was reported as 
containing streptococci in long chains and gram-negative 
bacilli. An x-ray of the chest taken on the day of admis- 
sion (Fig. 1) showed a density in the upper portion of 
the left lung field between the second and fourth ribs 
anteriorly plus an area in the first interspace which 
was thought by the radiologist to be a possible small 
cavity. There were also areas of multiple discrete 
calcification scattered throughout both lung fields. The 


Fig. 2 
X-ray of chest April 16, 1948. The patient is asympto- 
matic and the area of density has almost disappeared. 
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etiology was felt to be an underlying chronic (a) tuber- 
culosis, or (b) histoplasmosis with superimposed (1) 
reactivation tuberculosis, (2) reactivation histoplasmosis, 
or (3) acute pneumonitis, probably virus in etiology. 
The second x-ray, taken four days later, showed marked 
improvement. During this period the patient received 
penicillin and supportive care and improved steadily, 
becoming afebrile within seventy-two hours. The area of 
dense infiltration in the original x-ray disappeared com- 
pletely within a few days, but the areas of calcification 
remained. Comparison with an old film taken of the child 
in Indianapolis in 1943, at the time of a routine check-up 
(Fig. 3), showed that some of the calcium had already 
been laid down by that time. 

The etiology of the calcification was studied by skin 
testing with tuberculin (PPD) and with histoplasmin* 
after the child had become afebrile. The skin reaction 
to tuberculin was negative in the first and second 
strengths. It was definitely positive to histoplasmin 
1:1000, with development of redness, tenderness and 
induration within forty-eight hours. This positive skin 
test was considered indirect evidence that the child had 
histoplasmosis. His acute illness had quite evidently 
been a superimposed pneumonitis, probably virus in 
etiology. It was thought that the history of large stools 
since infancy might represent a mild form of megacolon 
or celiac disease. The possibility of ulceration of the 
gastro-intestinal tract due to involvement by histoplas- 


*Generously supplied by the Research Department of the Eli 
Lilly Laboratories. 


Fig. 3 
X-ray of chest taken at time of routine checkup July 30, 
1943, in Indianapolis, Indiana. Areas of calcification in 
early phase of development. 
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mosis was also considered as a cause of the small 
amounts of blood in the stools. This was deemed to 
be rather remote, however, because of the obvious lack 
of involvement of the other tissues which are usually 
affected when there is generalized involvement, and 
because of the obviously benign character of the histo- 
plasmosis in this case. It was evident that the child 
had developed histoplasmosis sometime before seven 
years of age, when he was still a resident of Indiana, 
which is part of the area in which histoplasmosis appears 
to be prevalent. 

The rapid disappearance of the infiltrative 
lesion, paralleling the patient’s clinical improve- 
ment, indicated that this was undoubtedly differ- 
ent in character from the relatively slow moving, 
granulomatous tissue reaction in histoplasmosis, 
which has been shown by Sontag and Allen!* 
to take months to change in radiological appear- 
ance. Their work on school children in Ohio, 
using serial x-rays, also demonstrated that heal- 
ing of small benign lesions in histoplasmosis is 
accompanied by deposition of calcium. Such an 
end result did not occur with the disappearance 
of the infiitration in this case. 


This case demonstrates the caution which 
must be used in concluding from x-rays alone 
that pulmonary calcification is necessarily tuber- 
culous in origin. Certainty in diagnosis of pul- 
monary tuberculosis requires skin testing and 
isolation of tubercle bacilli. This is obviously 
more of a problem in the south central states 
where the benign, subclinical form of histo- 
plasmosis appears to be prevalent. It must not 
be forgotten, however, that geographical bound- 
aries mean less and less in our present mobile 
civilization. This is especially true in a resort 
area such as Florida. 


SUMMARY 


A case report is presented of a twelve-year-old 
white boy who had what was concluded to be 
chronic, benign, subclinical histoplasmosis with 
superimposed acute pneumonitis, probably viral 
in etiology. The importance of routine consid- 
eration of histoplasmosis in the differential 
diagnosis of pulmonary calcification is discussed. 
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Physical Examination 


LIPID PNEUMONIA* 


By Ropert A. Burcer, M.D. 
and 
E. Litoyp M.D. 
North Little Rock, Arkansas 


INTRODUCTION 


The dangers of aspiration of lipids have been 
stressed by many authors,! °® particularly with 
reference to the use of oily drops in the nose. 
There are reports of lipid pneumonias following 
the use of mineral oil laxatives.'257% It is our 
purpose to discuss the incidence of lipid pneu- 
monias at this institution with reference to etio- 


*Received for publication October 16, 1948. 

*Published with the permission of the Chief Medical Director, 
Department of Medicine and Surgery, Veterans Administration, 
who assumes no responsibility for the opinions expressed or con- 
clusions drawn by the authors. 
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logic agents and the pathological picture ob- 
served. 


Lipid pneumonias may be divided satisfac- 
torily into two main groups on the basis of age 
incidence.> * In the infantile and childhood type 
the etiologic agents are particularly the vita- 
min containing oils and milk fat; in the adult 
type mineral oil is the common offender. 

In chronically ill and institutionalized mental 
patients the following important factors must 
be considered: 

(a) The habitual use of mineral oil as a laxa- 

tive. 


Intubation for feeding or diagnostic pur- 
poses and the use of mineral oil as a lubri- 
cant for the tube. 

Regurgitation of gastric contents with 
subsequent aspiration into the respira- 
tory tract. 

Diminished to absent gag and cough re- 
flexes in debilitated patients and those 
with dysphagia. 


(b) 


(c) 


(d) 


MATERIAL 


In an eighteen-month period 133 consecutive 
postmortem examinations were performed on 
adult male patients at this institution. Of these, 
101 can be classified as psychotic or neurologic 
patients with long periods of hospitalization. 
Thirteen cases of lipid pneumonia were found 
in this series of 133 postmortem examinations. 
Of these, twelve were in patients with chronic 
psychiatric or neurologic disabilities; the thir- 
teenth was an acute surgical case. This gives 
an autopsy incidence for lipid pneumonia at this 
hospital of 9.8 per cent for the total autopsy 
series and 11.9 per cent for the chronically hos- 
pitalized patients. 

Cases were excluded in which there was an 
agonal or terminal aspiration resulting in the 
presence of only a few oil containing macro- 
phages. 

The material presented may be divided into 
four groups on the basis of method of entry of 
the lipid material (Table 1). 

Group 1.—In this group the repeated oral 
administration of mineral oil was known. In five 
cases this was the only etiological factor ob- 
tained from examination of history and other 
records. In two additional cases this was one 
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of several methods of possible introduction of 
the lipid. 

Group 2.—Repeated tube feedings were known 
to have occurred in this group. In two cases 
this was the only known method of aspiration 
of lipid material. In two other cases tube feed- 
ings were one of several possible causes. 


Group 3.—In two cases there was a known 
aspiration of foreign material into the respira- 
tory tract. Aspiration played a role in patho- 
genesis in two other cases. 


Group 4.—Case 12 showed a recent area of 
lipid pneumonia. Careful history revealed only 
that the patient had two intubations by the 
nasal route with mineral oil as a lubricant. 


The largest number of cases in the series re- 
sulted from continued use of mineral oil as a 
laxative. An example is the following: 


Case 10.—This 70-year-old white man was admitted 
in February, 1943, and diagnoses were made of arterio- 
sclerotic heart disease and cerebral arteriosclerosis with 
psychosis. He experienced several episodes of congestive 
failure during the next four years. 

Roentgenograms of the chest were made in August, 
1946 and 1947, and were reported as within normal 
limits. The patient vomited on one occasion in May, 
1947. In November, 1947, he was given mineral oil as 
a laxative twice a week until time of death on Feb- 
ruary 3, 1948. He became febrile a few days before 
death and the respirations became rapid and shallow. 


Group 1 Group 2 Group 3 Group 4 

Case Oral Repeated tube Aspira- Individual 
No. mineral oil feedings tion tube feeding 
x 

x 

3. xX 

4. xX 

5. Cc Cc 

6. 

Cc Cc 

8 Cc Cc 

9 x 

10. 2 

11 x 

12 x 

13. xX 


X Denotes primary etiologic mechanism. 
C Denotes contributory etiologic mechanism. 


Table 1 
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Rales were found over the right lower lobe. Treatment 
was directed toward another episode of congestive failure 
and the patient expired after continued respiratory 
difficulty. 

Autopsy showed that the right lung weighed 600 
grams, the left lung 480 grams. In the right lower 
lobe there were numerous irregular yellowish patches 
which were more firm than the surrounding lung 
parenchyma. There was a moderate amount of muco- 
purulent material in the bronchi. Sections showed lipid 
filled macrophages and many polymorphonuclear leuko- 
cytes in the alveolar spaces. Some epithelization of the 
alveolar spaces was noted. The heart showed an old 
myocardial infarct and patchy fibrosis. 


In this case there was decreased aeration 
originally on a congestive failure basis. The 
small and frequent doses of mineral oil which 
reached the pulmonary parenchyma aggravated 
this by filling alveoli and inducing a reaction. 
Terminally, bacteria were introduced into the 
alveoli probably along with the mineral oil. The 
result was a bronchopneumonia. An overwhelm- 
ing superimposed bacterial pneumonia was found 
in the other cases of this type and in several 
instances resulted in abscess formation. 


In the four cases of the second group, repeated 
tube feedings were necessary in the treatment 
of patients. Although the element of aspiration 
cannot be entirely ruled out, the insertion of a 
tube with a mineral oil lubricant seems to be 
the important factor. 


Case 9.—This fifty-year-old colored man was admit- 
ted January 13, 1948, for observation for central nerv- 
ous system syphilis. He refused to eat and required 
tube feeding. Three days following the first tube feed- 
ing there was an elevation of temperature and findings 
of pulmonary consolidation. He did not respond to 
treatment with penicillin. Tube feedings were done by 
the nasal route, lubricated with mineral oil, on Jan- 
uary 14, 18, 21, 23 and 24, 1948. On this last date 
the patient experienced some difficulty in swallowing 
water and showed some cyanosis. He remained febrile 
and expired five days later after persistent respiratory 
distress. 


Autopsy examination showed that the right lung 
weighed 1360 grams, the left lung 1040 grams. There 
was excessive moisture in all lobes and a loss of crepita- 
tion with numerous red to yellow, soft, friable, slightly 
elevated areas throughout the lung parenchyma and 
many small areas of necrosis, particularly about the 
bronchi. There was considerable mucopurulent material 
in the bronchi. Sections of the lungs showed a mod- 
erate number of alveoli filled with lipid-containing 
macrophages. There was an extensive bronchopneu- 
monia with abscess formation in the bronchial walls. 
Here large clumps of bacteria were found. 
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The respiratory signs and symptoms were di- 
rectly related to the beginning of the tube feed- 
ings. A complicating factor was the dysphagia 
several days before death and there may have 
been some unobserved aspiration. However, the 
lipid pneumonia was evident and this case illus- 
trates the dangers of tube feeding in debilitated 
and uncooperative patients. The daily instilla- 
tion of mineral oil into the nose, throat and, in 
some instances, the larynx results in an accumu- 
lation of the oil in the lung. Gravity appears 
to play a prominent part in the pathogenesis 
of this type. 

Group 3.—Aspiration occurs all too frequently 
in patients with impaired cough and gag re- 
flexes. Bulbar palsies, catatonia, debilitation 
from various disease processes and convulsions 
and seizures of all types produce impaired cough 
and gag reflexes. 


Case 3——This twenty-five-year-old white man was 
admitted July 24, 1946, with a diagnosis of dementia 
praecox, paranoid type. He was given four electric 
shocks between September 16-23, 1946, and three more 
between October 4 and 9, 1946. Insulin shock was 
started on June 3, 1947, and eleven days later he went 
into intractable coma. Rales were found in the lung 
bases at this time. That day the patient had a con- 
vulsion, became cyanotic and appeared to be choking. 
Mucus was repeatedly aspirated and the following day 
he was bronchoscoped. The lung consolidation increased 
in extent in spite of therapy with oxygen and anti- 
biotics and he expired July 16, 1947. 

Autopsy examination showed a right lung weighing 
1280 grams, and left lung 1120 grams. There was 
excessive moisture and loss of crepitation. The cut 
section of the lung and the bronchi showed a dark 
green to gray serous fluid in large quantities which 
grossly appeared the same as that in the stomach. 
Microscopic examination showed purulent material in 
the bronchi and alveoli filled with polymorphonuclear 
leukocytes. A few alveoli contained large phagocytic 
cells. Some of these had drops of lipid in their cyto- 
plasm. There was extensive pulmonary edema. 


The aspiration of material which appeared to 
be from the stomach resulted in a rapidly fatal 
bronchopneumonia. The lipid material appears 
to be of minor significance in this case and prob- 
ably is of milk fat origin. A factor contributing 
to the rapid demise was the extensive pulmonary 
edema. 

The one case in Group 4 appears to show a 
direct causal relationship between nasal intuba- 
tion and the development of early lipid pneu- 
monia. The patient was intubated twice. 
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Case 12.—This fifty-two-year-old colored man was ad- 
mitted May 18, 1948, with a complaint of severe 
abdominal pain. A diagnosis of perforated peptic ulcer 
was established. The pain had lasted for one week 
prior to admission and there was no vomiting during 
this period. After admission a Levine tube was inserted 
and this was later replaced by a Miller-Abbott tube. 
Both tubes were lubricated with mineral oil and inserted 
through the nose. There was no vomiting while he 
was in the hospital. Two days before admission the 
patient took a laxative of some type which, however, 
was not liquid. The course was rapidly downhill and 
on May 27 he required oxygen and respiratory stim- 
ulants. The following day after a short period of apnea 
he expired. 


Autopsy showed a perforated peptic ulcer with ex- 
tensive peritonitis. The right lung weighed 680 grams, 
the left 520 grams. Both lower lobes were red, moist 
and noncrepitant. Sections showed one area of lung 
parenchyma the size of a low power field in which 
the alveoli were packed with lipid containing macro- 
phages. The remainder of the lung sections showed 
extensive atelectasis. 


In this case the only possible exogenous source 
of lipid was the lubricant used in the intuba- 
tions. Although the area of lipid pneumonia 
was small in relation to total lung volume, the 
danger of repeated intubations is obvious. 


DISCUSSION 


The reactions to animal and vegetable oils in 
the lungs have been discussed by many au- 


The prevalent use of mineral oil as a laxative 
and intestinal lubricant in geriatrics and chronic 
diseases presents a definite hazard to the patient. 
Even with ambulatory patients this apparently 
bland hydrocarbon with constant dosage by 
mouth as a laxative may eventually find its way 
into the lower respiratory tract. Its mild non- 
irritating effect upon the oropharynx and ability 
to enter the larynx insidiously without stimula- 
tion of the gag and cough reflexes makes it a 
particularly dangerous laxative. In patients with 
dysphagia and those with chronic neurologic 
and psychiatric conditions mineral oil should 
not be used as a laxative. 


In this series, cases of lipid pneumonia have 
been traced to the use of mineral oil as a lubri- 
cant for intubation procedures, both by the nasal 
and oral routes. Another factor to be considered 
is the direct placing of small amounts of mineral 
oil into the larynx as a result of faulty technic. 
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This is particularly liable to happen in senile and 
psychotic patients where there is no cooperation 
to the passage of the tube by swallowing. In 
catatonic patients where there may be no reac- 
tion to passage of the tube into the larynx this 
is a special hazard. 


Mineral oil acts as an irritant to the lower 
respiratory tract. In 6 cases of this series the 
lipid pneumonia with the subsequent broncho- 
pneumonia was the principal factor in terminat- 
ing life. In 6 other cases the lipid pneumonia 
was a contributing cause. Especially important 
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is the loss of further aerating surface by this 
process when other pulmonary pathology exists, 
as in congestion and infections. 

The pathological picture seen in lipid pneu- 
monia has been excellently described by Can- 
non,! Graef,> Pinkerton® and Wolman and Bay- 
ard.? 


In this series, where .mineral oil was the 
etiologic agent, no characteristic gross appear- 
ance of the lungs was observed. In other in- 
stances where milk fat was found in the bronchi, 
the lungs were moist and heavy. They showed 


Fig. 1 


Fig. 2 


Lipid-containing phagocytic cells (HP). 
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small to large irregular areas of consolidation 
and there was a slimy consistency to the cut 
surface. In the large consolidated areas there 
were abscesses. 


Microscopically, the earliest change found was 
the presence of lipid-containing macrophages in 
the alveoli (Figs. 1 and 2). Occasionally foreign 
body type cells were noted and these contained 
vacuoles in their cytoplasm (Figs. 3 and 4). In 
some instances there was a tendency of the 
alveolar lining to become cuboidal or low col- 
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umnar. The specificity of this epithelization has 
been discussed by IkedaS and Graef.s In older 
cases the alveolar walls showed fibrosis. In a 
high percentage of cases bacteria were demon- 
strated in the lesions of the complicating broncho- 
pneumonia and in several instances pulmonary 
abscesses were formed. No paraffinomas were 
found. 

Secondary bacterial pneumonias are especially 
frequent. In addition to entrance of bacteria 
with the oils there is disturbance of the normal 


Fig. 3 


Giant cells with small vacuoles (HP). 


Lipid pneumonia showing giant cells and fibrosis (LP). i 
’ 4 > 
Fig. 4 
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cleansing ciliary action of the epithelium, de- 
creased activity of macrophages which are en- 
gorged with lipid material as well as some block- 
age of the lymphatics. The congestion and pro- 
tein-containing exudate in the alveoli provides 
an excellent medium for the growth of the 
invading organisms. 


Of etiologic agents other than mineral oil, 
milk fat was the most important. Its presence 
in the bronchi and lungs appeared to be the 
result of regurgitation of gastric contents and 
aspiration past depressed or absent gag and 
cough reflexes. 


It must be emphasized that this series reflects 
only the incidence of lipid pneumonia by post- 
mortem examinations and in a hospital devoted 
to chronic psychiatric and neurologic cases. Can- 
non! has discussed the lack of statistics for the 
incidence of lipid pneumonia in the general pop- 
ulation. A study of this type of presented ma- 
terial gives no information as to the number 
of ambulatory cases, nor of the fatal cases not 
examined by autopsy. More data may become 
available as interest in lipid pneumonia expands 
to include geriatric as well as pediatric prac- 
tices. 


CONCLUSIONS 


The high incidence of lipid pneumonia in a 
neuropsychiatric hospital is presented. Age inci- 
dence and predisposing factors are discussed. 
Important considerations in pathogenesis appear 
to be the use of mineral oil as a routine laxative 
and as a lubricant for intubation. It is sug- 
gested that mineral oil should not be introduced 
into the oral or nasal cavities of debilitated, 
neurologic, psychiatric or geriatric patients. 
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ARRHYTHMIAS IN NORMAL HEARTS* 


By Davip A. NATHAN, M.D. 
Miami Beach, Florida 


Since World War II, the literature has been 
replete with articles dealing with benign cardiac 
arrhythmias. The abundance of clinical material 
available at Army Heart Stations has given 
increasing impetus to investigative studies of 
irregularities of the heart rhythm. New con- 
cepts and wide varieties of unusual rhythms 
have been presented for analysis. In the past, 
many of these aberrations of rhythm were con- 
sidered in terms of organic heart disease. The 
results of this present study and other similar 
investigations have shown conclusively that 
nearly all the arrhythmias found in organic 
heart disease have been demonstrated in normal 
hearts. The knowledge of psychosomatic disease 
gained during the war has aided substantially 
in present day understanding of cardiac irregu- 
larities. 

CLINICAL MATERIAL 


From 1942 to 1946 there were taken over a 
34-month period 3,629 electrocardiograms. In 
this series organic heart disease was excluded. 
No case was included where the diagnosis was 
equivocal. Determination of the cardiac status 
was made by careful routine history and physi- 
cal examination, fluoroscopy or x-ray of the 
heart. Other laboratory tests such as sedimen- 
tation rate, blood count and urinalysis were per- 
formed as indicated. Apart from routine electro- 
cardiographic studies, in many instances, exer- 
cise tests, atropine, neostigmine or quinidine 
were used as tests to abolish arrhythmias. 

In 895, or 24.7 per cent of the 3,629 electro- 
cardiograms, abnormal rhythms were present. 
The 895 patients represented by these electro- 
cardiograms were carefully studied etiologically, 
and practically all were found to fall into the 
following categories resulting from: (1) psycho- 
genic states; (2) acute infectious processes of 
extracardiac origin such as nasopharyngitis, 
septic tonsillitis and pneumonia; (3) toxic states 
resulting from alcohol, coffee, nicotine or drugs. 
The patients with arrhythmias of psychogenic 
origin were interviewed by well-qualified psy- 


*Read in General Clinical Session, Miami Day, Southern 
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chiatrists whose opinions were followed up by = 3- SINUS ARRHYTHMIA 
observation on the wards or in the clinic. In 4. EXTRASYSTOLES WWW. 
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Fig. 1 
PR interval is 0.24-0.26 seconds. 
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or more were classified as sinus tachycardia. 
There were 82 patients with sinus bradycardia 
with heart rates of 60 or less. Sinus arrhythmia 
was present in 127 patients. Extrasystoles were 
very commonly detected and were the most 
common cause of arrhythmia. There were 251 
patients with extrasystoles arising from all 
sources. Ventricular premature contractions were 
present in 167 patients. This included six pa- 
tients with bigeminal rhythm and a patient 
with trigeminal rhythm. Nodal extrasystoles 
were present in 46 patients and auricular extra- 
systoles in 38. First degree heart block or pro- 
longed PR interval was present 84 times in this 
series. Seventy of the 84 patients had PR inter- 
vals from 0.21 to 0.24 seconds. In 14 patients 
the PR interval varied from 0.25 to 0.28 sec- 
onds. The prolonged PR interval was abolished 
in some after atropine and in some, after exer- 
cise (Figs. 1 and 2). Holmes and Weill! have 
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reported two cases of first and second degree 
heart block produced by change in posture from 
the upright to the supine position. In one pa- 
tient the PR interval increased from 0.16 to 0.36 
with a dropping out of the ventricular beat pro- 
ducing a Wenckebach phenomenon. In another 
patient the PR interval dropped from 0.36 to 
0.19 by changing from the upright to the supine 
position. The PR interval dropped from 0.36 
to 0.28 as a result of the postural change in a 
third patient. These subjects were 22-year-old 
soldiers in good health on full duty. Sabathie 
and Gaspary’ have cited four cases of second 
degree AV block in young persons under obser- 
vation, two to fifteen years. This, of course, 
changes our concept of the normal PR interval, 
since a wide range in the PR interval can be 
shown to be physiological. 

There were 24 patients with parasystole in 
this series (Fig. 3). This very interesting irregu- 


PR INTERVAL DECREASING 


Fig. 2 
After atropine the PR interval is 0.20-0.22 seconds. 
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larity, also called interference dissociation,’ is due 
to an independent rhythm arising from the AV 
node and the SA node. Each node competes with 
the other for dominance of the rhythm. When 
the rhythm is dominated by the AV node, an 
occasional auricular impulse gets through to 
initiate a ventricular contraction if the ventricle 
is not refractory. The auricular beats are usually 
premature and occur in a definite rhythm of 
their own. Such a pararrhythmia can be recog- 
nized only by careful studies of long strips of 
film. In the 24 patients with interference disso- 
ciation, the involved subjects were healthy in 
every respect with no limitation of activity. 
Their only complaint was “thumping of the 
heart.” There were six patients with paroxysmal 
auricular fibrillation in this series, and of these 
the chief symptoms were palpitation and pound- 
ing of the heart (Fig. 4). The paroxysms lasted 
from one-half to six hours, disappearing either 
spontaneously or following treatment. Tobacco, 
coffee and liquor are believed to be important 
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precipitating factors in initiating the irregular 
irregularity, but the cause for overindulgence 
may be some psychogenic factor. Master and 
Eichert* have reported upon five patients with 
paroxysmal fibrillation. They called attention 
to the significance of stress and strain in these 
patients. Lidman and Lyerly® have cited a case 
of paroxysmal ventricular tachycardia in a 21- 
year-old male. This condition occurred in the 
absence of demonstrable heart disease. Among 
other causes these authors included tobacco, 
alcohol, marked exertion and overwhelming fa- 
tigue as causes. In the case of Lidman and 
Lyerly, transient ventricular fibrillation also 
occurred. The treatment of paroxysmal fibrilla- 
tion must be immediate and vigorous because 
congestive failure may develop, if it is permitted 
to persist too long.®° This is especially true in 
fibrillation associated with a rapid ventricular 
rate. There were two patients with auricular 
flutter in otherwise nermal hearts (Fig. 5). 
Levy’ has reported paroxysmal fibrillation and 


Fig. 3 


Parasystolic rhythm. There is an independent rhythm arising from the SA node and AV node. The rhythm is dominated 
by the SA node. 7 
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Fig. 4 
Auricular fibrillation. 


flutter existing in two brothers without signs of 
organic heart disease. Sprague and White*® have 
reported a case of flutter persisting for five 
years with spontaneous restoration of normal 


Fig. 5 
Auricular flutter. Note a nodal rhythm in Lead 1, auri- 


cular flutter in Leads 2 and 3, with a return to sinus 
rhythm in Lead 4. 


rhythm. The cause was ascribed to the effects 
of toxins, infections, effort or emotional stress. 
Paroxysmal auricular tachycardia was recorded 
six times in this series (Fig. 6). This is not an 
accurate figure of the patients observed, since 
many were seen clinically and were aborted by 
carotid sinus pressure, mecholyl or morphine 
sulfate. As has been pointed out, the importance 
of the psyche, infections and toxins are well 
established causes of paroxysmal auricular tachy- 
cardia. 


Transient or paroxysmal bundle branch block 
was found in two patients (Fig. 7). This in- 
teresting and unusual condition was observed 
following a complaint of dizziness by two other- 
wise healthy young men. Eichert? has reported 
on a patient with transient bundle branch block 
whose heart was otherwise normal. Theories of 
anoxia with depression of conduction through 
the bundle branch have been advanced. Bundle 
branch block with the wide S pattern was found 
in three instances. This benign type of bundle 
branch block was found in the course of rou- 
tine electrocardiograms in the course of a physi- 
cal examination. Langley, Reed and Utz!° in 
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their review of one hundred cases of bundle 
branch block have stated that it is not un- 
common and occurs in the younger age group 
more commonly than formerly believed, with 
no evidence of organic heart disease. The series 
has lent support to the ever growing concept 
that the grave prognosis of bundle branch block 
must be modified, particularly in cases with 
wide S pattern. 


COMMENT 


As previously stated, the arrhythmias in this 
series were Classified into those resulting from: 
(1) psychogenic states; (2) infectious processes; 
and (3) toxic states. In the first category, when 
the exciting factor responsible for the tension 
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state was effectively eradicated psychothera- 
peutically, the arrhythmias occasionally ceased 
or the number of paroxysms was significantly 
reduced in frequency and intensity. Many per- 
sons disorganized by fear, worry and preoccu- 
pation, ceased to have arrhythmias when given 
less burdensome jobs or furloughs to rectify 
family difficulties. Katz et alii!! have referred 
to the heart as the most sensitive target for 
stimuli of psychic origin. After being constantly 
bombarded by stimuli, it becomes sensitized 
even to slight emotional stress or strain. The 
effect of the autonomic nervous system in the 
production of ectopic rhythms is well known. 
The intravenous administration of epinephrine 
can cause paroxysmal ventricular tachycardia, 


Fig. 6 
Auricular paroxysmal tachycardia. The period of asystole of 2.2 seconds was induced by carotid sinus 
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Fig. 7 
di th hout Lead 2. There is an isolated, 


Transient bundle branch block. Note last two complexes of Lead 1 ext 
widened QRS complex with a wide S wave in Lead 4. 


Wide S wave, No cardiac disease, 


Fig. 8 
Wide S wave in a white male, age 24, with a clinically normal heart. 
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and atropine can abolish the rhythm. In ani- 
mals!! stimulation of the anterior hypothalamus 
slows the heart rate and prolongs the AV con- 
duction time, while stimulation of the posterior 
hypothalamus causes tachycardia and frequent 
premature systoles. As the hypothalamus is 
under the influence of the emotions, it may influ- 
ence the cardioregulatory mechanism producing: 
(1) depression or stimulation of the primary 
pacemaker, producing sinus bradycardia or sinus 
tachycardia; (2) increase of the irritability of 
subsidiary pacemakers causing paroxysmal tachy- 
cardia of auricular or ventricular origin. Pa- 
roxysmal auricular fibrillation and flutter and 
even ventricular fibrillation may develop. Heart 
block, sino-auricular, auriculoventricular, and 
more rarely, intraventricular block may also 
result. 


Thus, from experimental and clinical experi- 
ence, it may be stated that the relationship of 
arrhythmias to the emotions is of extreme im- 
portance, and that psychotherapy plays an im- 
portant role. In some patients the use of anti- 
biotics, and, in others, the mere deprivation of 
alcohol, coffee or nicotine may restore the 
rhythm to normal. In hyperthyroidism, the use 
of antithyroid drugs often proves effective. In 
any patient in whom an arrhythmia exists, it is 
important to establish promptly the presence or 
absence of organic heart disease, because the 
prognosis for life is very different. Arrhythmias 
in normal hearts, rarely, if ever, shorten the span 
of life. 


CONCLUSIONS 


(1) A review of 895 electrocardiograms dis- 
closed many varieties of arrhythmias. 

(2) The etiological factors responsible for the 
aberrant rhythms were: (1) psychogenic fac- 
tors; (2) extracardiac infections; and (3) toxic 
states. In the large majority of patients psycho- 
genic factors were responsible for the arrhyth- 
mias, while in the smaller group, toxic factors 
and extracardiac infections played their role. 

(3) Arrhythmias in the normal heart approach 
those encountered in organic heart disease. 

(4) It is important to classify correctly the 
arrhythmias, since limitation of activity need not 
be instituted for the majority of abnormal 
thythms. In those patients without heart dis- 
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ease, the prognosis is excellent, with longevity 
of life unaffected. 
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SQUAMOUS CELL CARCINOMA 
OF THE PANCREAS* 


By C. C. Lowry, M.D. 
H. W. Wuitaker, Jr., M.D 
and 
D. J. Gretner, M.D. 
Memphis, Tennessee 


Squamous metaplasia of pancreatic duct epi- 
thelium is of fairly common occurrence. Squa- 
mous cell carcinoma of the pancreas is a rare 
condition. Its occasional occurrence, however, 
necessitates its consideration when squamous 
cell carcinoma is encountered in the abdomen. 


Carcinomas of the pancreas are generally 
placed in three groups: columnar cell adeno- 
carcinoma, arising from the ducts; acinic cell 
carcinoma or carcinoma simplex, arising from 
the parenchyma; and a carcinoma arising from 
the cells of the islets of Langerhans. In addi- 
tion, a number of instances of cancerous changes 
in cystadenoma have been reported.’ 


*Received for publication October 5, 1948. 

*From the Laboratory Service, Veterans Administration Medical 
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Lawrence has collected five case reports of 
squamous cell carcinoma and has added a case. 
In several instances the tumors were of a mixed 
columnar and squamous cell type. As an index 
of its rarity, it is interesting to note that the 
majority of standard texts do not mention squa- 
mous cell carcinoma of the pancreas. 


Squamous metaplasia of the ductal epithelium 
has been reviewed by several investigators in 
regard to etiology and prevalence. Balo and 
Ballon* found 14 of 160 pancreases or 8.7 per 
cent to show squamous metaplasia and in some 
places keratinization. They also cite three cases 
of squamous metaplasia collected by Oberling. 
Priesel5 found 13 instances (8.2 per cent) of 
metaplasia in 140 pancreases examined. Etiologic 
factors reported include chronic inflammation, 
old age and vitamin A deficiency. The Japanese 
have reported several instances of squamous 
metaplasia in association with infestation of the 
ducts by flukes.° Ackerman and Regato! warn 
against mistaking these focal areas of squamous 
metaplasia for carcinoma arising from acini. 


The following are three cases of carcinoma of 
the pancreas. One is squamous cell carcinoma 
and the other two are adeno-acanthomas. 


Case 1—This 48-year-old white man was admitted 
to this hospital August 11, 1947, with the history of 
intermittent episodes of nausea, vomiting, diarrhea, 
fever and chills since September, 1939. These symptoms 
were most severe the week previous to admission. The 
liver was enlarged to three finger-breadths below the 
costal margin and was moderately tender. The spleen 
was palpable. No jaundice was evident. 


September 1, 1947, he developed excruciating epi- 
gastric pain, abdominal rigidity, nausea and moderate 
shock. At laparotomy, a large abscess at the lower pole 
of the spleen was drained. In the depth of this incision 
a large mass was palpated and identified as a pan- 
creatic tumor. 


September 29, partial resection of the pancreas, duo- 
denum and jejunum with resection of the transverse 
portion and the splenic flexure of the colon, left neph- 
rectomy, splenectomy and excision of the subdiaphrag- 
matic abscess were done. A complete clinical survey 
and extensive surgical exploration failed to reveal the 
presence of any other tumor. 


The surgical specimen was an irregular mass of tissue 
that weighed 1,700 grams. It included a portion of 
pancreas, the spleen, the left kidney, the left adrenal, 
and segments of duodenum and transverse colon with 
attached mesocolon. In the tail of the pancreas there 
was a hard greyish-white mass which measured 17.5 
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cm. in its greatest dimension. This mass had involved 
by direct extension the transverse mesocolon and the 
hilum of the kidney. Although it was adherent to the 
lower pole of the spleen, it was questionable whether 
or not it had invaded the splenic parenchyma. Grossly, 
the point at which the pancreas had been divided was 
free of tumor. The tissue in this region was somewhat 
firmer than normal. In the lower pole of the spleen 


Fig. 1 
Case 1.—Pancreas with diffuse chronic 
infiltration, and fibrosis (x100). 


inflammatory 


Fig. 2 
Case 1.—Pancreatic ducts with squamous metaplasia of 
ductal epithelium (x100). 


Fig. 3 
Case 1.—Section from tumor. The distinct squamous 
character of the cancer cells is well demonstrated (x100). 
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there was a multilocular cyst measuring 4 cm. in 
diameter and the splenic capsule in this region was 
considerably thickened. The mucous membrane of both 
the duodenum and transverse color was intact. The 
adrenal showed no involvement. Although the renal 
parenchyma in the region of the hilum was invaded 
by tumor tissue, the renal pelvis and calyces showed 
nothing of note. 

Histologically the tumor showed a dense fibrous 
stroma diffusely infiltrated by well-differentiated squa- 
mous epithelial cells arranged in anastomosing columns 
and large clumps. The cells were oval in shape and 
showed large hyperchromatic nuclei wiih prominent 
nucleoli. Mitotic figures were numerous. Many of the 
groups of tumor cells showed central necrosis, while in 
others there was definite pearl formation. The region 
where the pancreas had been divided surgically was free 
of tumor, but there was a marked infiltration by chronic 
inflammatory cells. Sections from both the transverse 
colon and the duodenum showed the serosa and outer 
portion of the muscularis externa to be infiltrated by 
malignant squamous epithelial cells, histologically simi- 
lar to those described. The mucosa and submucosa were 
normal. The parenchyma of the kidney adjacent to the 
hilum was likewise infiltrated by cancer cells. The 
pelvis and calyces were histologically normal. Sections 
taken from the lower pole of the spleen, in the region 
of the cyst, showed widespread necrosis and scattered 
recent hemorrhages. There was no involvement of the 
splenic parenchyma by tumor. The adrenal gland was 
normal. 

The diagnosis was squamous cell carcinoma of the 
pancreas. 


Case 2—A 58-year-old white man was admitted Feb- 
ruary 10, 1948, with the history of “flu,” four weeks 
previously, manifested by malaise, generalized aching 
and fever, followed by progressive jaundice with clay- 
colored stools and dark urine. Bilirubin was reported 
as high as 19.5 mg. per cent. There was a 14-year 
history of mild diabetes, untreated for 13 years. 


In the right upper abdominal quadrant, near the 
midline, a non-tender, firm, movable mass could be 
palpated. Liver and gallbladder were not enlarged. 
A diagnosis of carcinoma of the pancreas was made. 
On February 20, a partial pancreato-duodenectomy was 
done. 


The surgical specimen included the head of the pan- 
creas, measuring 6x5.5x5 cms., and a segment of the 
duodenum. The central portion of the head was very 
hard and cut with increased resistance, imparting a 
gritty sensation to the knife. On section a greyish-white 
tumor was found which measured 3.5 cm. in diameter. 
The pancreatic tissue surrounding this tumor presented 
the usual yellow lobulated appearance. Grossly, involve- 
ment of the duodenum was not evident. 

The central portion of the head of the pancreas 
showed widespread destruction of the architecture and 
replacement by a fibrous stroma through which there 
were scattered cancer cells of epithelial origin. These 
cells showed alveolar formation in some areas. In the 
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region where the pancreas had been divided surgically, 
the pancreatic architecture was well preserved. There 
was marked squamous metaplasia of the epithelium 
lining the ducts. In some places the metaplastic epi- 
thelium was undergoing cancerous changes. Foci of 
chronic inflammation were seen in all sections. 


The duodenal mucosa and submucosa were histologi- 


Fig. 4 
Case 2.—Pancreas showing a focus of chronic inflam- 
matory infiltration with surrounding fibrosis (x100). 


Fig. 5 
Case 2.—Pancreatic ducts with a moderate degree of 
metaplastic change of lining epithelium. Note tumor 
cell nests in fibrous stroma above and below ducts (x100). 


Fig. 6 
Case 2.—Tumor tissue showing both glandular and squa- 
mous elements. Adeno-acanthoma (x100). 
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cally normal. The muscularis was infiltrated by irregu- 
lar groups of cancerous squamous cells without definite 
aTrangement. 


The diagnosis was adeno-acanthoma of the pancreas. 


Case 3—A 57-year-old colored man was admitted 
January 25, 1948, with the history of mild diabetes 
for 7 years, treated intermittently with insulin. Eleven 
days previously, he had noticed icteric sclera, dark 
urine, clay-colored stools and pruritus. He had become 
progressively weaker and developed peri-umbilical pain 
which came after meals and was relieved by bowel 
evacuation. 


The liver was two finger-breadths below the costal 
margin. It was smooth and not tender. The lower 
pole of the spleen could be palpated. The diabetes was 
controlled by diet. There was a gradual increase in 
the amount of jaundice. Bilirubin was reported as high 
as 20.5 mg. per cent. A diagnosis of obstructive jaun- 
dice, secondary to carcinoma of the pancreas, was 
made. On February 17, a total pancreatectomy, splen- 
ectomy and partial duodenectomy was done. 


The surgical specimen was a long segment of duo- 
denum, the spleen, and the pancreas. The pancreas 
measured 15.5 cm. in length and 3.5 cm. in its greatest 
diameter. The entire pancreas was firm in consistency 
and sectioned with increased resistance. The cut sur- 
face was greyish white and essentially the same in all 
areas. The duodenum and spleen were normal. 

The head, body and tail of the pancreas showed a 
widespread chronic inflammation with fibrosis. Scat- 
tered throughout the head were groups of cancer cells 
in adenocarcinomatous arrangement. There was a squa- 
mous metaplasia of the epithelium lining the ducts which 
was most marked in the head of the pancreas. Here 
some areas of squamous metaplasia showed pleomorph- 
ism, hyperchromatism, and increased mitoses. In some 
places the cells had actually broken through the base- 
ment membrane about the ducts and were scattered 
singly and in small groups through the surrounding 
stroma. Although the chronic inflammatory process 
involved the entire pancreas, the cancer was confined 
to the head. The duodenum and spleen were histo- 
logically normal. 

The diagnosis was adeno-acanthoma of the pancreas. 


DISCUSSION 


When one considers the relative frequency of 
squamous metaplasia in the epithelial lining of 
the pancreatic ducts, it is surprising that so 
few cases of squamous carcinoma and of adeno- 
acanthoma of this organ have been reported. 
Similar metaplastic change is frequently encoun- 
tered in the epithelial lining of the bronchi. 
However, squamous cell carcinoma is the most 
common type of primary bronchogenic cancer. 
Squamous metaplasia is found in other organs 
which have a columnar type of epithelium. For 
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example, both squamous cell carcinoma and 
adeno-acanthoma occur in the gallbladder, in 
the uterus and, rarely, in the stomach. 

The pathogenesis of squamous carcinoma alone 
or in combination with adeno-carcinoma has not 
been adequately explained. The problem is 


Fig. 7 
Case 3.—Area of chronic inflammation in the pancreas. 
Note squamous metaplasia of ductal epithelium (x100). 


Fig. 8 
Case 3.—Squamous metaplasia of pancreatic ductal epi- 
thelium (x100). 


Fig. 9 
Case 3.—Section of tumor. Most of the tumor cells show 
squamous characteristics but a tendency toward glandular 
arrangement is maintained. Adeno-acanthoma (x100). 
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whether the squamous elements originate only 
from pre-existing foci of squamous metaplasia 
of the epithelium, or are the result of a meta- 
plastic process beginning in a developing adeno- 
carcinoma. If one postulates the origin of all 
cancerous squamous cells in these instances from 
pre-existing foci of squamous metaplasia, then 
adeno-acanthoma must represent two coexisting 
cancerous processes. On the other hand, the 
premise that squamous elements represent meta- 
plastic change in a primary adenocarcinoma is 
untenable in those cases of squamous cell carci- 
noma unassociated with cylindrical elements. 
Although definite proof is lacking, the histopath- 
ologic appearance of these two types of tumor 
leads one to the conclusion that squamous cell 
carcinoma originates in an area of squamous 
metaplasia and that adeno-acanthoma represents 
a metaplasia of cylindrical elements. Balo* and 
Lawrence? believe that squamous cell carcinoma 
arises directly from the metaplastic ductal epi- 
thelium. 


A rate possible source of squamous cell carci- 
noma which must be mentioned is cancerous 
degeneration of the epithelial elements of a der- 
moid cyst of the pancreas. Such cysts have been 
reported.’® Although no case of associated 
squamous carcinoma has been reported, such 
a possibility does exist. 


In each of the cases now reported, there was 
a chronic pancreatitis, as evidenced by infiltra- 
tion of the tissue by mononuclear cells and areas 
of fibrous replacement of parenchyma. This 
varied in the three cases. That this inflamma- 
tory reaction is not necessarily dependent upon 
obstruction of the larger ducts by the tumor 
is demonstrated by the first case, in which the 
squamous carcinoma was large but involved the 
distal one-third of the gland. In this gland the 
most marked degree of inflammatory infiltration 
was present in sections proximal to the tumor. 
In the two cases of adeno-acanthoma, both were 
in the head of the pancreas, and fibrosis as well 
as chronic inflammation were present in parts 
of the gland uninvolved by tumor. These find- 
ings are in keeping with changes in the epi- 
thelium of other organs, particularly the bronchi 
and gallbladder in which metaplasia is asso- 
ciated with inflammation of those structures. 
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In two cases there was mild diabetes of long 
duration, Case 2 for 14 years and Case 3 for 7 
years. The carcinoma in each of these cases was 
relatively small and must have postdated the 
onset of diabetes. Some degree of chronic inflam- 
matory reaction in the pancreas may be found 
in diabetes. It is probable that carcinoma in 
such cases is associated with the accompanying 
inflammation rather than with the diabetic con- 
dition, the inflammatory process contributing to 
the metaplasia of the ductal epithelium. 


SUMMARY 


A case of squamous cell carcinoma and two 
cases of adeno-acanthoma of the pancreas are 
reported. The occurrence and significance of 
squamous metaplasia of pancreatic ducts are 
discussed and the possible relation of squamous 
metaplasia to squamous carcinoma and adeno- 
acanthoma is considered. 
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A CASE OF MEIGS’ SYNDROME 


By Joun H. Ruiptey, M.D. 
Baltimore, Maryland 


Since Meigs first described the syndrome 
which bears his name, approximately fifty cases, 
which more or less conform to his original de- 
scription, have appeared in the literature.! Any 
newly described syndrome, of which there are 
only fifty cases> reported in the decade following 
its original description, must be considered rare. 
In fact, its rarity has made some observers of 
a skeptical turn of mind doubt its existence as 
an entity, and they have wondered whether the 
hydrothorax could not be just coincidental to the 
pelvic tumor. Many of the cases in the litera- 
ture have not been completely worked up; 


*Réceived for publication December 15, 1948. 


*From the Gynecological Department, Johns Hopkins University 
School of Medicine. 
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hence one is justified in reporting another case, 
with complete preoperative and postoperative 
data. 


The present conception of the syndrome in- 
cludes the following criteria: 


(a) Benign fibroma of the ovary (rarely bi- 
lateral) 

(b) Ascites 

(c) Hydrothorax (rarely bilateral) 

(d) Remission of signs and symptoms after 
removal of tumor. 


However, the mechanism of collection of fluid 
in the abdomen and its mode of migration to 
the chest remains as much a mystery as ever.’ 


In the following case, all of the above criteria 
have been exactly fulfilled and will be presented 
below. 


M. S. was a 35-year-old colored woman (No. 143916 
Johns Hopkins Hospital) para 2 with 1 living child. 
Her presenting complaint was increasing fatigability and 
dyspnea dating back approximately six months prior 
to her being seen in this clinic. For about.a month 
prior to admission there had been a sensation of heavi- 
ness in the right lower quadrant of the abdomen which 
was at times painful. 

There was no history of familial illnesses or any 
pathology similar to that which the patient presented. 
Her general health had always been good, without 
serious illnesses or injuries. In July, 1938, she was 
admitted to the gynecological service for four days, with 
the chief complaint of profuse menses and mild lower 
abdominal pain. A dilatation and curettage were 
performed, the endometrium showing “endometritis, 
chronic” on pathologic study. Examination under anes- 
thesia at the time of the dilation and curettage revealed 
ovaries which were of normal size and free. There was 
some thickening felt in the broad ligament regions, 
suggesting chronic pelvic inflammatory disease. Uterus 
and vagina were essentially normal grossly. 

In the intervening years she had no further gyneco- 
logic complaints except mild exacerbations of the pain 
due to pelvic infection. In 1943 she complained chiefly 
of “nervousness” and was found to be in an anxiety 
state. However, this quickly subsided with the solu- 
tion of some socio-economic problems. It was noted 
again in 1943 that her pelvis was negative on exami- 
nation. 

Until the onset of her present illness she had no 
cardiorespiratory or gastro-intestinal complaints. 

Menarche occurred at the age of 13. The interval 
was 28 days, regular, with moderate flow for four or 
five days. She always had some cramps during the 
first two days of flow. There had been no intermen- 
strual spotting. A slight leukorrhea was usually present. 

The present illness was about six months in duration. 
The patient first began to feel more tired than usual 
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with an increasing exertional dyspnea. There was a 
varying amount of right lower quadrant discomfort 
with concomitant frequency and nocturia, but no hema- 
turia. Three months before admission she began hav- 
ing pain in her left chest which was particularly noted 
when the patient was lying on that side. Two weeks 
before admission she began having marked exertional 
dyspnea, palpitation, precordial pain, and a frequent 
non-productive cough. Night sweats were frequent. 
During the last week she had chills and fever, marked 
malaise, anorexia, hoarseness, and lower abdominal pain. 
She had noted that her abdomen was more protuberant 
than normal. Her weight had shown a loss of 20 
pounds during the present illness. 


She was referred from the steering desk to the medical 
clinic. Physical examination revealed an acutely ill col- 
ored woman, dyspneic and complaining of chest and 
abdominal pain. Her temperature was 99,° pulse 108, 
respirations 24, blood pressure 110/80, and weight 149 
pounds. 

Positive findings were: Moderate air hunger was 
present. The right chest showed poor respiratory 
excursions, and dullness to flatness on percussion over 
the entire lung field. The apex was resonant. There 
was a decreased tactile fremitus over the base, particu- 
larly posteriorly. The trachea was not shifted. In the 
left axillary line at the eighth interspace there were a 
few persistent fine cracking rales. Elsewhere’ the left 
lung was clear. These findings were corroborated by 
fluoroscopy and a teleo of the chest. Fig. 1 shows x-ray 
of the chest on admission to the hospital. The heart 
was essentially negative. 


Fig. 1 
X-ray of chest on admission showing massive hydrothorax 
of right pleural cavity. The left side is clear. 
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The abdomen was moderately protuberant. Shifting 
dullness was easily demonstrated in the flanks. A fluid 
wave could be elicited. There was, however, a readily 
palpable mass in the lower abdomen rising to within 3 
cm. of the level of the umbilicus. It was firm, irregular, 
freely movable and apparently arose from the pelvis. 
Liver, spleen, and kidneys were not felt. Pelvic exami- 
nation substantiated the above findings. The above 
mentioned mass was dbout 10 by 12 by 14 cm. in 
diameter and apparently replaced the right ovary. The 
cervix was slightly lacerated, but benign both in appear- 
ance and on biopsy. The fundus of the uterus was 
difficult to feel due to distention of the abdomen but 
was believed to be within normal limits of size. The 
left ovary was not palpable. Rectal examination was 
confirmatory and otherwise negative. There was no 
evidence of peritoneal irritation, venous stasis of 
extremities or trunk, or regional lymphadenitis to sug- 
gest either metastasis or inflammation. There was no 
evidence of cyanosis or clubbing of the finger tips. 

Laboratory findings were as follows: Blood Wasser- 
mann, negative; hemoglobin, 13.5 grams; white blood 
cells, 6800; red blood cells, 4.4 million; differential 
within normal limits; volume of packed red blood cells 
per 100 cc., 46.5; volume of packed white cells, 0.7; 
sedimentation rate, corrected, 27.0; and icterus index, 
5.0. Chemical analysis of blood: non-protein, 28 mg. 
per cent; sugar, 96 mg. per cent; chloride, 103.0 mEq. 
per 1 liter carbon dioxide; combining power, 24.5 mEq. 
per 1 liter; bilirubin less than 0.8 mg. per cent; total 
serum protein, 6.5 grams per cent; albumin, 3.9 grams 
per cent; globulin, 2.6 grams per cent; calcium, 9.1 mg. 
per cent; phosphorus, 4.1 mg. per cent; alkaline phos- 
phatase activity, 4.1 units; B.S.P., 1.5 mg. per cent. 

Sputum study showed no gross blood, and was nega- 
tive for acid-fast bacilli. PPD (1st strength) 2+ in 48 
hours; PPD 2nd strength (4-+ in 48 hours). 


Vital capacity was 1 liter of 30 per cent of calculated 
normal. The patient demanded 2 pillows under her 
head for breathing comfort. Phenolsulfonphthalein kid- 
ney test showed 70 per cent excretion in 2 hours. Cir- 
culation time (decholin) arm to tongue was 12 seconds. 

Urinalysis: a catheterized specimen had a slightly acid 
reaction and was negative for albumin and _ sugar. 
Microscopic examination of the centrifugalized speci- 
men was negative although culture report showed pres- 
ence (1+) of coli aerogenes group. The patient had 
no urinary difficulties during her stay in the hospital 
and cystoscopic studies were consistently negative. 


The electrocardiographic tracing was reported as 
normal. 


After the primary laboratory and x-ray studies had 
been made, a right thoracentesis was performed on 
December 5, 1947, the fourth hospital day. One thou- 
sand cc. of grossly clear fluid was removed. Analysis 
of the fluid revealed specific gravity of 1.020. Cell 
count showed 120 red blood cells per cu. mm. and no 
white cells. Nonprotein nitrogen was 20. Total protein 
was 5.3 grams per cent, albumen 3.8 grams per cent, 
globulin 1.5 grams per cent. Residue of centrifugalized 
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fluid shows no acid-fast bacilli or presence of malig- 
nant cells on pathological study. The patient was 
symptomatically improved. 

On December 7, 1947, thoracentesis was repeated with 
removal again of 1000 cc. of fluid. This specimen was 
inadvertently discarded. 

On December 9, 1947, the third thoracentesis was 
performed with removal of 1000 cc. of blood tinged 
fluid. Analysis was essentially the same. Within 24 
hours the patient spiked a temperature to 103° but 
this quickly subsided. ; 

The fourth paracentesis was performed on December 
14, 1947, with removal of 1500 cc. of blood tinged fluid. 
Heretofore only 1000 cc. were removed because of fear 
of a reaction. One hundred thousand cc. aqueous peni- 
cillin with 2 cc. of methylene blue were injected into 
the right pleural cavity with the hope of recovering 
the dye from the ascitic fluid. Laparotomy had been 
contemplated the following day. 

Within 24 hours of the last paracentesis the patient 
spiked a fever of 103.6° with chills and fever. For 3 
days the temperature was correspondingly elevated but 
subsided to normal. 

X-ray study of the chest on the sixteenth hospital day 
after removal of 4500 cc. of fluid from the right chest 
showed that practically as much fluid was still present 
as was present on admission. In other words, fluid was 
reaccumulating as rapidly as it was being removed. 
The amount of ascites remained apparently constant. 

All studies for the presence of tuberculosis of the 
pleural fluid were negative. Bronchoscopy failed to 
reveal the presence of either tuberculosis or neoplasm. 
Roentgenographic studies of the chest and gastro- 
intestinal tract were consistently negative. Gastric wash- 
ings were all negative. 


Exploratory laparotomy was performed on December 
22, 1947, under continuous spinal procaine anesthesia, 
supplemented by a slow drip of 0.3 per cent solution of 
sodium “pentothal.” 


Upon opening the abdomen, approximately 1200 cc. 
of slightly blood tinged ascitic fluid was aspirated. No 
evidence of methylene blue was noted. All peritoneal 
surfaces were smooth showing neither irritation nor 
tumor implants; organs of the upper abdomen were 
negative on palpation. 

Replacing the right ovary was a large pale nodular 
tumor, measuring 8 by 11 by 12 cm. The surface was 
smooth. A few veil-like adhesions were present in the 
pelvis. At one pole of the tumor there was some 
cystic degeneration. There was no torsion of the pedicle. 

The left ovary was at the upper limit of normal in 
size and rather firm. The remaining pelvic viscera were 
essentially normal. 

A total abdominal hysterectomy, bilateral salpingo- 
oophorectomy and appendectomy were performed. Closure 
was routine. Fig. 2 shows the gross specimen. The radi- 
cal operation was performed because of the possibility 
of malignant degeneration of the ovarian tumor. Path- 
ologic study (No. 74068) revealed cervicitis, chronic; 
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Fig. 2 
Posterior view of gross specimen showing fibroma replac- 
ing the right ovary. A small subserous myoma is seen at 


right corner. 
t 


Fig. 3 
Microphotograph of the ovarian fibroma showing moderate 
cellularity but benign and orderly growth. 


endometrium, internal, non-secretory; myoma_ uterus, 
subserous, small; adenomyosis uterus; normal tube, 
bilateral; a fibroma of the ovary, right with cavernous 
degeneration; normal ovary on the left, and a normal 
appendix. Ascitic fluid was negative culturally and 
pathologically. Fig. 3 shows the microscopic picture of 
the fibroma of the right ovary. 

The postoperative course was remarkably smooth. 
The highest temperature rise was 102° on the third 
postoperative day, but by the sixth day it had fallen 
to normal and remained there until the patient was 
discharged on the thirteenth postoperative day. The 
patient was kept on 600,000 units of penicillin daily 
for seven days postoperatively, prophylactically because 
of the preoperative pleural insult. Because of the pres- 
ence of a slight urinary tract infection found prior to 
operation, the patient received 4 grams of sulfadiazine 
with 8 grams of sodium bicarbonate per day for 5 days 
beginning the third postoperative day. 

There was no reaccumulation of ascites. X-ray of 
the chest on December 27, 1947, showed the lung fields 
to be clearing rapidly (Fig. 4). Vital capacity at this 
time had increased to 70 per cent of normal. On the 
tenth postoperative day the right pleural cavity had 
cleared completely and the patient was allowed up (Figs. 
4 and 5). “Recheck of the gastric washings and sputum 
failed again to show the presence of acid-fast bacilli. 
Blood chemical studies have remained within normal 
limits. 

On the thirteenth postoperative day the patient was 
allowed to go home, markedly improved symptomatically 


Fig. 4 
X-ray of chest on the sixth postoperative day showing 
rapidly clearing hydrothorax on the right side. 
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Fig. 5 
X-ray of the chest five months postoperatively, showing 
completely clear lung fields and normal heart shadow. 


and clinically well. Subsequent examinations at 6 weeks, 
10 weeks, and 5 months showed no tendency to relapse. 
X-ray studies of the chest revealed both lung fields to be 
entirely clear and the heart shadow normal (Fig. 5). 
Pelvic examination revealed no recurrence of masses or 
persistence of induration. There was no reaccumulation 
of ascites. The patient was gaining weight satisfactorily 
and had returned to complete health. 

As is often the case, the presenting com- 
plaints of this patient were primarily medical, 
namely: shortness of breath, palpitation and 
chest pain. Because of the rarity of the syn- 
drome there are numerous conditions which 
must always be thought of and ruled out, includ- 
ing pulmonary tuberculosis with effusion; pul- 
monary neoplasm with pleural involvement; 
ovarian malignancy with diaphragmatic, pleural 
or pulmonary metastases; and the chance of 
the coincidence of one of the above pulmonary 
diseases with a benign or malignant pelvic neo- 
plasm.3 


There are many hypotheses offered to ex- 
plain the phenomena of ascites and hydrothorax, 
but none has yet been proven. The rapidity 
of fluid formation and the migration of it from 
the abdominal to the pleural cavity is amazing. 
One case* has been reported in which thoran- 
centeses were repeated practically daily for 3 
months (1500 cc. per day), removing approxi- 
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mately 35 gallons of fluid. However, the accum- 
ulation ceased promptly after laparotomy with 
removal of a benign fibroma of the ovary. The 
physical and pathologic findings of our case 
offer no further clue to the solution of this per- 
plexing phenomenon. 


SUMMARY 


(1) A case of Meigs’ syndrome is presented 
with operative cure. 


(2) The patient was a colored female 35: 
years of age, whose primary complaints were 
respiratory distress and abdominal discomfort. 


(3) All criteria of Meigs’ syndrome are ful- 
filled by this case. 
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STUDIES ON THE ABSORPTION, EXCRE- 
TION AND ACUTE TOXICITY OF 
A SULFONAMIDE MIXTURE* 


By B. JouHnson, M.D. 
New Orleans, Louisiana 


Lehr! 2 5 45 and others® ’ § ° have shown exper- 
imentally and clinically that the incidence of 
drug precipitation in the urinary tract can be 
substantially reduced by the use of mixtures of 
various sulfonamide drugs. To date practically 
all reports deal with mixtures of two or three 
of the most commonly used drugs, namely sulfa- 
diazine, sulfamerazine and sulfathiazole. 


The following report describes a clinical study 
of the absorption, excretion and acute toxicity 
of a new sulfonamide mixture.t The mixture 
used contained equal amounts of sulfapyrazine, 


*Received for publication December 16, 1948. 

*From the Department of Medicine of the Louisiana State 
University School of Medicine, 
Louisiana at New Orleans. 

+The drug used in this study was supplied through the courtesy 
of the Lederle Laboratories. 
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sulfadiazine and sulfamerazine (aa 0.166 gm.) 
in 0.5 gm. tablets. 


PLAN OF INVESTIGATION 


Sixty-one patients whose ages ranged from 12 
to 85 years were treated for periods varying from 
eight hours to 12 days. Fifty-eight of the pa- 
tients received the mixture for two days or 
longer, and 24 for five or more days. 

Fifty patients received initial doses of 4 gm., 
with subsequent dosage according to one of 
three schedules, as follows: (1) one gram every 
four hours (day and night), (2) one gram every 
six hours, and (3) one gram every eight hours. 
Fluids were forced to 2,000 cc. or more daily, 
but no patient received any urinary alkalizer. 

Blood sulfonamide concentrations were deter- 
mined daily, except Sundays, according to a 
modification'® '’ of the Marshall and Bratton 
technic, using the Evelyn colorimeter. In addi- 
tion, blood sulfa determinations were carried out 
on 25 of the patients for two days after treat- 
ment was discontinued. All blood levels are ex- 
pressed in milligrams per cent and represent the 
non-acetylated (free) form of the drug mixture. 
No urine sulfonamide determinations were done. 

Since initial blood samples were drawn any 
time from five to 29 hours after the first dose 
of sulfa, only those levels obtained at about the 
twentieth hour or later are included in the eval- 
uation of maximum and minimum blood levels. 

Five additional patients were selected for a 
controlled study of absorption and excretion. In 
all of these urinalysis was negative and blood 
urea normal. Each patient was given a single 
four gram dose of the sulfa mixture with 200 
cc. of water on a fasting stomach; and an addi- 
tional 200 cc. of water was given one hour later. 
No food or water was then allowed until the 
eighth hour blood sample was drawn. Blood 
samples were drawn every two hours for 12 
hours. 

Urinalyses (including specific gravity, pH, 
albumin, and microscopic examination) were 
done daily except Sundays, and in a few in- 
stances where the specimen was inadvertently 
discarded. The pH was determined by the nitra- 
zine paper method and was considered only 
roughly accurate. Microscopic examinations were 
done on centrifuged specimens. The finding of 
one or more sulfa crystals on microscopic exam- 
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ination was considered evidence of crystalluria; 
however, crystalluria per se was not considered 
as being indicative of renal toxicity. Crystal- 
luria was graded as follows: (1) occasional sulfa 
crystal per high power field, (2) mild, a few 
crystals per high power field, (3) marked, nu- 
merous crystals per high power field, and (4) 
moderate, intermediate between mild and 
marked. 


After the initial blood picture, total white 
blood cell counts were done one or more times 
per week on the majority of the patients. 


RESULTS 


Patients in this study had a wide variety of 
diseases in many of which adequate bacterio- 
logic diagnosis was lacking. Some patients were 
treated prophylactically. This small number of 
cases does not lend itself for accurate evalua- 
tion of the effectiveness of a therapeutic prepara- 
tion. However, those patients in whom the diag- 
nosis appeared reasonably accurate showed the 
typical sulfa response. 


BLOOD LEVELS DURING TREATMENT 


No patient in this series had blood levels 
below 5.0 mg. per cent. The highest level at- 
tained was 27.4 mg. per cent and in 15 of the 
61 patients the maximum level was above 15 mg. 


Fig. 1 depicts maximum blood levels obtained 
with each of the three dosage schedules. It is 
seen that one gram of the mixture every four 
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hours resulted in blood levels above 15 mg. per 
cent in about 60 per cent of the cases. Schedule 
number 2 produced levels between 10 and 15 mg. 
per cent in slightly over 60 per cent of the cases. 
In 60 per cent of the cases on schedule 3 the 
maximum level was below 10 mg. per cent. 
Minimum levels between 10 and 15 mg. per 
cent were obtained in almost 70 per cent of the 
patients when the drug was given every six 
hours (Fig. 2). 
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BLOOD LEVELS AFTER DISCONTINUANCE OF 
TREATMENT 


In 15 of 21 patients whose blood levels were 
between 5.0 and 14.3 mg. per cent the day treat- 
ment was discontinued, the levels fell to 2.0 mg. 
per cent or less within two days. In only one of 
four patients with levels between 18.7 and 22.7 
mg. per cent did the level fall to less than 2.0 
mg. per cent. In the other three cases it was 
still between 4.02 and 8.6 mg. per cent 39 to 51 
hours after treatment was discontinued. 


BLOOD LEVELS AFTER ADMINISTRATION OF A 
SINGLE DOSE 


Four of the five patients in this study showed 
significant blood levels within four hours, and 
three had levels above 5.5 mg. per cent within 
two hours (Fig. 3). In all cases the sulfonamide 
concentration was between 5.0 and 6.8 mg. per 
cent at the end of 12 hours. Only one patient 
had a slow rise in blood levels, but reached 
significant concentration in eight hours. Peak 
levels were reached between four and eight hours 
and began to drop off after eight hours in four 
of the five cases. 


TOXICITY 


No serious toxic reactions were observed in 
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this study. It was necessary to discontinue 
treatment in four or 6.5 per cent of the 61 pa- 
tients. One patient developed drug fever without 
a rash, which pzomptly subsided when medica- 
tion was discontinued. Severe nausea and vomit- 
ing were present in two patients, and nausea, 
anorexia, and dizziness were observed in one 
patient. 

There was no definite evidence of disturbance 
of the hemopoietic system in this group of pa- 
tients. 

In no instance was it necessary to discontinue 
treatment because of renal complications. In all, 
294 urine specimens were examined and 21, or 
7.14 per cent, showed crystalluria. Ten speci- 
mens were graded as occasional crystals, five 
mild, five moderate, and one marked crystalluria. 
The 21 instances of crystalluria occurred in 12 
(19.6 per cent) of the 61 patients. The cor- 
responding blood levels for 12 of the 21 urine 
samples were between 10.4 and 17.0 mg. per 
cent; in the remaining nine instances of crystal- 
luria the blood levels were below 10 mg. per 
cent. In the one instance of marked crystalluria, 
the blood level was 17.0 mg. per cent the day 
crystalluria was present. In general, there was 
no correlation between the severity of the crys- 
talluria and the height of the blood level. 


It is of interest to report in some detail the 
studies on one patient with markedly impaired 
renal function. This 60-year-old white man was 
admitted to the contagious unit with a diagnosis 
of meningitis. He was started on “triple sulfa” 
(4 grams stat and 1 gram every four hours there- 
after) before a urinalysis was done. The patient 
was dehydrated and oliguric on admission, and 
was a chronic alcoholic with hepatomegaly. Urin- 
alysis within a few hours of admission revealed 
four-plus albuminuria, many red and white blood 
cells, and frequent casts. Therapy was discon- 
tinued after nine grams of sulfa had been given 
in 16 hours. The blood level 19 hours after 
treatment was discontinued was 18.6 per cent, 
and nine days later was 1.55 mg. per cent. In 
none of four urine specimens examined was crys- 
talluria observed. Renal function studies re- 
vealed the following: phenolsulfonphthalein ex- 
cretion 13 per cent in one hour, blood urea 
nitrogen 49 mg. per cent, returning to normal 
17 days later, creatinine up to 7.0 mg. per cent, 
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and loss of concentrating power according to the 
Fishberg test. 


DISCUSSION 


Sulfathiazole is the most toxic component of 
the commonly used sulfonamide mixtures, and is 
considerably more toxic than sulfadiazine.’® In 
Long’s opinion, sulfa combinations containing 
sulfathiazole are the least desirable.!? Substitu- 
tion of a less toxic drug in sulfa mixtures should 
lessen still more the hazards of sulfonamide 
medication. Sulfapyrazine, which is about as 
toxic as sulfadiazine or slightly less toxic,'® 
should be a suitable substitute. Clinical!? 15 14 15 
and experimental!! studies on sulfapyrazine re- 
flect its advantages over sulfathiazole. It has 
been shown to be- effective against the bacteria 
usually inhibited by the other absorbable sul- 
fonamides. It is slowly absorbed from the gastro- 
intestinal tract and rather slowly excreted by 
the kidneys. Blood levels after oral administra- 
tion are relatively low, but milligram for milli- 
gram it is more effective against the pneumo- 
coccus than sulfadiazine, and its effective blood 
level is lower than that for sulfadiazine. Effec- 
tive levels may be maintained when it is given 
every six hours and blood levels of sulfapyrazine 
are more stable and uniform than those of sulfa- 
diazine and sulfathiazole. 

Although mentioned by Lehr,‘ !° there is no 
detailed study in the literature in which sulfa- 
pyrazine was used in combination with other 
sulfas. The incidence of crystalluria was low in 
this series of patients and compares favorably 
with other reports, especially when one considers 
that the maximum blood levels in one-fourth of 
the 61 patients exceeded 15 mg. per cent. 


Although one might expect an increase in the 
sensitization reaction, this has not been noted. 
Actually the incidence of these reactions has 
been low.!° In this series only one patient (1.6 
per cent) developed drug fever. No rashes were 
evident. 


SUMMARY AND CONCLUSIONS 


The absorption, excretion and acute toxicity 
of a mixture of equal parts of sulfapyrazine, 
sulfadiazine and sulfamerazine were studied in 
61 patients who were treated for periods ranging 
from eight hours to 12 days. 


Vol. 42 No. 9 


Fifty of the patients were given initial doses 
of four grams, then placed on one of three dosage 
schedules. It was found that the maximum blood 
levels in patients receiving one gram every four 
hours exceeded 15 mg. per cent in over 50 per 
cent of the cases. In most patients blood levels 
between 10 and 15 mg. per cent were obtained 
when the drug was given every six hours. While 
the patients receiving one gram every eight hours 
represent a small group, a study of blood levels 
obtained suggests that this dosage may be ade- 
quate in the treatment of mild or moderate 
infections. 


In 15 of the 21 patients whose blood levels 
were within therapeutic range the day treatment 
was stopped, the level fell to 2.0 mg. per cent 
or less in two days or less. 


Five patients with normal kidney function 
were given single four-gram doses. Four of the 
five patients showed significant blood levels 
within four hours, and all five still had signifi- 
cant levels at 12 hours, although the levels began 
to drop off in four of the five patients in eight 
hours. 


Therapy was discontinued in four of the 61 
patients because of toxic symptoms (drug fever 
in one, gastrointestinal symptoms in three). 
spite of acid urines, the incidence of crystalluria 
was low and in no instance were renal compli- 
cations observed. 


The advantages of using sulfapyrazine instead 
of sulfathiazole in mixtures are noted. 
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COMBINED THERAPY OF INFECTIOUS 
DISEASE* 


By Epwin J. Putaskt, M.D.t 
and 
J. BAKER, M.D.* 
Fort Sam Houston, Texas 


Analysis of streptomycin therapy in about 
2,000 cases of infectious disease in U. S. Army 
Hospitals strongly suggests that there is place 
for a combination of streptomycin with penicillin 
and sulfonamides. Although certain infections 
are adequately combatted by streptomycin alone, 
its use without supplementation has been limited 
by the following three factors: 

(1) Multiplication of drug-fast individuals of 

a bacterial strain 

(2) Neurotoxicity from prolonged use of ade- 

quate doses 

(3) Limitation of diffusion of the drug into 

cells 

Combined therapy aims at: 


(1) Rapid control of the infection 
(2) Prevention of failures due to drug- 
fastness 


*Read in Section on Medicine, Southern Medical Association, 
Forty-Second Annual Meeting, Miami, Florida, October 25-28, 
1948. 

*From the Surgical Research Unit, Brooke General Hospital, 
Brooke Army Medical Center, Fort Sam Houston, Texas. 

+Major, Medical Corps, U. S. Army. 

tMajor, Medical Corps, U. S. Army. 
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(3) Prevention of acute infection from be- 
coming chronic 

(4) Reduction of drug toxicity 

(5) Prevention of added infection 


It is usually difficult to appraise combined 
therapy from clinical observation alone. De- 
tailed observation on the treatment of infectious 
disease by a single compound and the treatment 
of comparable cases with a combination of drugs 
is available in relatively few cases. It is expedi- 
ent to investigate the bacteriostatic efficacy of 
combined therapy in vitro. The few earlier de- 
tailed experiments in test tubes deal mainly 
with combinations of penicillin and sulfonamides 
on gram-positive organisms. Thus sulfonamides 
reduce the concentration of penicillin necessary 
to suppress multiplication of streptococci and 
staphylococci.'!? It is noteworthy that animal 
experiments actually validate these findings for 
staphylococcal, streptococcal, and pneumococcal 
infections.’ Action of sulfonamides against gram- 
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negative bacilli is not significantly augmented 
by penicillin.? 

Our major effort has been directed primarily 
against gram-negative bacteria. Streptomycin 
has actually only a limited bacteriostatic action 
on a significant fraction of an otherwise sus- 
ceptible bacterial population.’ Hence the fre- 
quency with which drug-fastness occurred in our 
treated patients (Fig. 1). These data indicate 
the necessity for an effective supplemental drug 
or drugs. 

Several species of bacteria are inhibited by 
all three drugs, penicillin, streptomycin, and 
sulfonamides.® Gram-negative bacteria, in gen- 
eral, are influenced by streptomycin and sul- 
fonamides. The gram-positive, on the other 
hand, are inhibited by all three agents in vary- 
ing degree. Recently it has been demonstrated 
in vitro that a combination of penicillin, sul- 
fonamides and streptomycin is maximally anti- 
staphylococcic.? There is evidence of enhance- 
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ment of the action of streptomycin by supple- 
mentary agents against infection, in animals, 
with Friedlander,’ Brucella,’ 9 tubercle bacilli,!° 
and, in man, with Brucella,'!'!? and tubercle 
bacilli.!5 14 


Overlapping antibacterial action of these drugs 
and their augmented action when combined, 
prompted us to inquire into their combined effect 
on certain gram-negative bacteria which had not 
been investigated. 

We first re-examined action of penicillins on 
gram-negative bacteria.!5 Five purified fractions 
of penicillin were tested on stock cultures of 
organisms. Penicillin G was the most consist- 
ently effective fraction. A notable exception was 
the greater susceptibility of Brucella to Penicillin 
X. Significantly, several species, namely, Hem- 
ophilus, Brucella, Alkaligenes and Eberthella 
were as sensitive to penicillin as they were to 
streptomycin. Strains of Proteus and Salmon- 
ella varied between great susceptibility and 
marked resistance, while Klebsiella (Fried- 
lander), Shigella, and Pseudomonas were unaf- 
fected by penicillin. 


In succeeding experiments!> we tested the sus- 
ceptibility of several species of gram-negative 
and a few gram-positive bacteria to (1) com- 
binations of penicillin and streptomycin, (2) 
combinations of sulfadiazine and streptomycin, 
and, (3) combinations of all three agents. The 
tests measured (1) the minimal bacteriostatic 
dosage of streptomycin in mixtures of these 
agents and (2) the rate of emergence of strep- 
tomycin-resistant bacteria in the presence of 
streptomycin alone and in the presence of sub- 
lethal concentrations of various combinations of 
the three drugs. Resistance to streptomycin was 
measured by culturing the organisms in various 
dilutions of the drug. Daily inoculations of the 
organisms into tubes containing progressive 
dilutions of streptomycin and, simultaneously, 
in a constant sub-lethal concentration of peni- 
cillin or of sulfadiazine, or of both, indicated 
the rate of emergence of streptomycin-resistant 
strains in the mixtures. The species tested were 
Proteus, Escherichia coli, Pseudomonas pyocya- 
nea, Brucella, Streptococcus and Staphylococcus. 

A strain of Proteus was found to be com- 
pletely inhibited by 12 mcgm. cc. of penicillin 
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alone and 32 mcgm. ml. of streptomycin alone; 
it became resistant to streptomycin after six 
daily transfers in streptomycin broth. In a mix- 
ture of penicillin and streptomycin, however, 
with concentrations no greater than one- 
eighth and one-sixteenth, respectively, of the 
above, multiplication of this strain of Proteus 
was completely prevented. In the above mixture 
this strain of Proteus did not become resistant 
after as many as thirteen daily transfers. A 


concentration of 15 mg. per cent of sodium 


sulfadiazine with streptomycin, but without 
penicillin, resulted in a four-fold reduction in 
the amount of streptomycin required for com- 
plete inhibition, but did not alter the rate 
of multiplication of drug-resistant organisms. 
Combination of all three drugs, using only one- 
eighth the amounts of penicillin and sulfadiazine 
when these were used alone, increased the sus- 
ceptibility to streptomycin sixty-four times and 
retarded development of drug-fastness three fold. 
The three agents are thus synergistic and sup- 
press development of resistance to streptomycin. 
With two other strains of Proteus, both resistant 
to penicillin, there was, on the other hand, no 
significant suppression of emergence of strepto- 
mycin-resistance by adding only penicillin. 
Streptomycin and sulfadiazine in combination, 
however, reduced significantly the concentration 
of each required for bacteriostasis and delayed 
the development of streptomycin-fastness. It is 
noteworthy that further potentiation of bacterio- 
static action and delay of streptomycin-resistance 
occurred when penicillin was added to the strep- 
tomycin-sulfadiazine mixture. 


A penicillin-resistant strain of EZ. coli showed 
no change in susceptibility to streptomycin upon 
adding only penicillin. Considerable delay in the 
appearance of resistant strains occurred, how- 
ever, in mixtures of streptomycin and sulfadia- 
zine. Here again potentiation of bacteriostatic 
action was produced by penicillin. Thus, strepto- 
mycin-resistance was delayed from thirteen to 
twenty-four daily transfers. Similar results were 
obtained with several strains of Pseudomonas 
which were penicillin-resistant and streptomycin- 
sensitive. This potentiation could not be repro- 
duced with streptomycin-resistant strains of 
Pseudomonas. Synergistic bacteriostatic effect 
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of the three drugs has also been found against 
Brucella, Staphylococcus, and Streptococcus. 


DISCUSSION 


Penicillin acts on gram-negative bacteria to a 
greater extent than is recognized. We have 
found that several species are as sensitive to 
penicillin as to streptomycin. 

Bacteriostatic action in vitro is greatest in a 
mixture containing streptomycin, penicillin, and 
sulfadiazine. Penicillin, in vitro, appears to po- 
tentiate the bacteriostatic action of streptomycin 
and sulfadiazine. Sub-bacteriostatic concentra- 
tions of the three drugs in combination effect a 
lag in emergence of streptomycin-resistant 
strains. It is significant that drug-resistance 
does ultimately develop regardless of the com- 
binations used unless there is complete bacterio- 
stasis. 


Resistance is a resultant of three factors: (a) 
the type of organism, (b) the site of the infec- 
tion, and (c) the tissue response. Clinically, 
staphylococcal and Proteus and Pseudomonas 
infections are especially likely to be therapeutic 
failures. Inability of bacteriostatic concentra- 
tions of the drug to come in contact with the 
organisms promotes resistant strains. 


A characteristic of streptomycin and penicillin 
is that the drugs do not gain access to all 
organs and tissues of the body. Undoubtedly 
clinical failures of antibiotic therapy are often 
due to failure of penetration of the antibiotic 
into infected foci. There is experimental and 
clinical support of this in brucellosis. 

In chick embryos infected with Brucella 
abortus, and in cases of human brucellosis, com- 
bined treatment with streptomycin and sulfa- 
diazine is more effective than when either drug 
is used alone. More generalized diffusion of the 
drugs in the body and therefore more likely 
suppression of organisms may account for these 
potentiations. 

Recognition of the limitations of penicillin, 
streptomycin, and sulfonamides given singly has 
focused attention on the potentialities of the 
administration of two or three of these com- 
pounds given together in the treatment of cer- 
tain infections. Some impression of the extent 
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to which combined therapy is practised is gained. 
from the literature. During the past year over 
two hundred articles on the subject have ap- 
peared in medical journals. The majority of 
these articles are clinical and point toward the- 
efficacy of combined therapy. 


Analysis of the literature reveals that com- 
bined therapy has been employed principally 
in the following conditions, and suggests indica- 
tions for its use: 


(1) Fulminating infections 

(2) Mixed or polybacterial infections 

(3) Infections caused by bacteria of only 
moderate sensitivity to the agent of 
choice 

(4) Chronic infections in pathologically al- 
tered tissues where the diminished blood 
supply affords the opportunity for drug- 
resistance to develop because of the low 
effective titers achieved by a single anti- 
bacterial agent 

(5) Infection by intracellular organisms 

(6) Acute infections in which an optimal re-- 
sponse is not obtained with maximal doses 
of a single agent after forty-eight hours 
of therapy 


SUMMARY 


We have demonstrated that an optimal bac- 
teriostatic effect against streptomycin suscepti- 
ble bacteria is produced by a combination of 
three antibacterial agents even when one of 
the agents alone is apparently ineffective. 


If the concentrations of all three agents are 
so low as to allow multiplication of bacteria, 
streptomycin fastness may be delayed but will 
eventually occur. The indications for combined 
therapy have been outlined and the present 
solution to the problem of streptomycin fastness 
is to obtain a bacteriostatic concentration of 
drugs at the site of the infecting organism. 
Bacteria that do not reproduce do not become 
drug-fast. 
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Dr. Pulaski—Streptomycin has antisyphilitic action Dihydrostreptomycin may be a significant advance in 
against treponema pallidum infection experimentally  ‘tteptomycin therapy. 
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standpoint to carry our experiments to the organisms only means known to prevent streptomycin fastness at 
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in syphilis. Leavitt has said that the best results in bination of antibiotics at the site of the infecting 
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THE PRINCIPLES OF TRACTION AND 
SUSPENSION IN THE TREAT- 
MENT OF FRACTURES* 


By Frank E. STINCHFIELD, M.D. 
New York, New York 


A patient with a fracture has received an in- 
jury which involves not only the bone but the 
adjacent soft parts. The objects of treatment 
are: 

(1) To protect against additional injury. 

(2) To restore the normal bony alignment 
(reduction). 

(3) To maintain this alignment until healing 
has taken place. 

(4) To restore the function of the soft parts, 
muscles, circulation, nerves and adjacent 
joints. 

In attaining these objects, traction in bal- 
anced-suspension and fixed traction are of great 
value. Their usefulness can be increased by a 
thorough understanding of the principles in- 
volved and by constant attention to the many 
details involved in their application. 


*Read in Section on Orthopedic and Traumatic Surgery, South- 
ern Medical Association, Forty-Second Annual Meeting, Miami, 
Florida, October 25-28, 1949. 
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Traction means a pulling force exerted on the 
injured extremity distal to the site of injury. 
This supposes a counter force applied to the 
proximal portion in an opposite direction. 

Traction, as in a Thomas splint, is of great 
value in protecting the injured extremity during 
transportation. Traction also is useful in obtain- 
ing reduction. It may be exerted manually, 
aided by manipulation, or by the aid of some 
mechanical apparatus. 

Reduction may be obtained by continuous 
traction, the force being supplied by weights 
through cords and pulleys. The line of force 
is in the axis of the limb distal to the fracture. 
This portion of the limb is placed so that it is in 
line with the axis of the proximal fragment. The 
force is applied to the limb either by adhesive 
applied to the skin (skin traction) or by wires 
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Fig. 1 
Showing grip of hand when inserting pin fom metacarpals. (A) Arch of metacarpals if hand is squeezed from the side. 


(B) The same if metacarpals are flattened 
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or pins which transfix the limb and usually the 

4 bone (skeletal traction). 
There are several details of application of 

traction which should be considered. In skin 
traction, the skin should be thoroughly cleansed 
before the adhesive is applied. The adhesive 
must be applied smoothly without wrinkles as 
wrinkles cause excoriation. The adhesive should ‘ 
be held in place by an ace bandage to prevent 
slipping. The upper end of the adhesive should 
be exposed so that any slipping can be noted.. 
The adhesive straps should not press on bony 
points, especially the malleoli. Beware of skin if 
traction in old people with tender flabby skin +] 
as the plaster may pull off large areas. [7 


In applying traction to the upper extremity, 
if more than a few pounds of traction are re- 
quired for humerus or forearm fractures, skin 
traction is much less comfortable and less effi- 
cient than skeletal traction. 


Fig. 2 For wire or pin traction the site of election of 
Skeletal traction for humerus with arm across chest. * . 
Tection, for humerus cases is the upper portion of the 
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Banjo splint with counterpressure against base of palm. 
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Fig. 4 
Skin traction for thigh fracture in half-ring Thomas. T, Traction weight. S, Suspension weight. 


ulna; for forearm fractures a wire through the 
second, third, and fourth metacarpals close to 
the base is satisfactory (Fig. 1). For meta- 
carpal and phalangeal fractures, a heavy needle 
through a phalanx is desirable. 


In introducing wire or pin through the upper 
ulna the following complications should be 
avoided: going through the cartilaginous upper 
end in children; having the wire skid off the 
sloping surface of the ulna so that it pulls out; 
and injury to the ulnar nerve. To avoid these, 
the wire should be inserted from within out- 
wards. The radial nerve can be injured as it 
winds around the neck of the radius if the wire 
is placed too deeply or too obliquely. 


Traction may be exerted in the horizontal 
plane with the arm parallel with the body and 
the elbow flexed at 90 degrees. The forearm is 
suspended vertically with skin traction, or the 
arm can be flexed at the shoulder with the 
forearm across the chest in the horizontal posi- 
tion, supported by a sling, as in Fig. 2. 


In forearm cases, the forearm should be verti- 
cal with counter traction applied by a broad 
sling to the arm, the weights hanging down. 
Counter traction may also be provided by an- 
other pin or wire passed through the upper ulna. 


Traction for metacarpals and phalanges with 
a heavy needle through a phalanx should have 
counter traction provided by a so-called banjo 
splint (Fig. 3). 

For the lower extremity a Hodgen or half- 
ring Keller-Blake splint can be used, the thigh 
and leg resting in a gutter formed by flannel 
or canvas attached to the two lateral bars. This 
bed should be smooth and comfortable and of 
even tautness. A layer of felt between the thigh 
and the supporting bands makes a smooth, com- 
fortable mattress, or a well-fitted, moulded plas- 
ter shell may be used. When a half-ring is used, 
the ring should be in front and rotated as neces- 
sary unless counter-pressure against the tuber 
ischii is needed (Fig. 4). 

The upper margin of the canvas sling should 
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Fig. 5 
Skin traction to leg. Suspension in half-ring splint plus Pearson foot piece which is locked in position. T, Traction weight. 


S, Suspension weight. 


be fastened to the ring lest it leave the upper 
thigh unsupported. If the band under the 
fibula neck is too loose, later pressure over 
the peroneal nerve may cause paralysis. 

In Fig. 5 is shown a method of suspension of 
the lower extremity with the knee flexed. The 
force is applied by adhesive traction on the lower 
leg which is supported in a Pearson attachment. 

Fig. 6 shows how traction weight may be di- 
vided between the upper and lower leg. 

Fig. 7 illustrates the technic and applica- 
tion of Russell’s traction whereby the leg rests 
on pillows with traction applied by means of 
skin traction. In this type of traction the entire 
Suspension and traction can be accomplished 
by a single rope or cord. T is the traction 
weight through which the different pulleys dou- 
bles the pull on the leg. The resultant force as 
shown in the upper diagram is in the direction 


of the axis of the thigh. Russell traction re- 
quires constant attention to maintain support 
of the thigh at all times. 


Fig. 8 shows a method of skeletal traction 
for the thigh. 


In skeletel traction there are several points 
to be checked: (1) are the weights hanging 
free; (2) are cords running freely through the 
different pulleys; (3) are the leg and thigh 
slings smooth and are they providing equal pres- 
sure; (4) is suspension weight properly adjusted 
between the two ends of the half-ring splint 
which requires greater force for the upper end 
than for the lower end; (5) is the weight for 
knee motion within easy reach of the patient; 
(6) is the trough for the leg shallow enough to 
avoid peroneal pressure; (7) is the skeletal pin 
pulling on the skin or resting against the bar 
of the splint; (8) is the inner end of the half- 
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Fig. 6 
Skin traction to leg and thigh in half-ring Thomas with locked Pearson foot piece. By dividing traction weights overpull 
on skin can be avoided. T, Traction weight. S, Suspension weight. 


ring causing pressure in the groin or perineum; 
(9) does the upper support for the splint give 
the proper rotation of the splint. 

Whether traction is being used to obtain re- 
duction or to maintain position its efficacy and 
comfort will be greatly enhanced if the injured 
limb is suspended so that its weight is balanced 
by weights, cords and pulleys, separate from 
those used to exert the pulling force. The 
amount of weight required to balance a sus- 
pended leg or arm will vary but little after 
balance has been attained, but the weight re- 
quired in the pulling force varies greatly and 
needs a detailed knowledge of the individual 
case, as well as careful judgment and constant 
attention. 

The force necessary to overcome the various 
displacements will vary with the power of the 
opposing muscles but even more with the time 
elapsed since the injury. In a given case, if this 
force is applied within an hour or so after in- 
jury, ten pounds may be sufficient, yet with 


each hour that goes by more and more force 
will be required. Only too often is the force 
applied and increased too little and too late. As 
the muscles become more and more infiltrated 
with extravasated blood and edema their elas- 
ticity decreases and their resistance increases. 
The traction force may also prove to be too 
great as well as too small. Overpull with sepa- 
ration of fragments, if allowed to persist more 
than twenty-four hours, may lead to non-union. 


A point which cannot be stressed too much is 
that skeletal traction with weight over the end 
of the bed is a very, very powerful weapon. An 
enormous weight can be applied. Too often are 
we found to put on entirely too much and then 
forget it. It is perfectly all right to put on a 
large amount of weight for a very short period 
of time, only until the bone length is corrected 
and reduction effected. The harm occurs when 
the weight is applied for too long a period of 
time, say two or three days, and then after 
check x-rays are done it is found that the frag- 
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Fig. 7 
Russell traction. 


ments have been distracted due to overpull. 
This is one of the greatest causes of delayed 
union and non-union in the treatment of frac- 
tures. 

If the pull is such that the fragments are 
distracted, the whole quality of repair is changed 
from one of bone formation to one of fibrous 
tissue formation and by the distraction, a frac- 
ture which otherwise would have united in eight 
or ten weeks unites only in eight or ten months. 
Of all the factors which delay the rate of union, 
distraction is the most important. 

It must be remembered that continuous dis- 
traction is not wanted on a fracture. The pri- 
mary principle of fracture treatment is just the 
exact opposite, that is: that impaction of frac- 
tured ends into each other predisposes to early 
union, and any distraction, even less than that 
required to show evidence in an x-ray, delays 
union. For instance, it is really very difficult to 
stop a femur from uniting because it is so vas- 


cular, so cellular, and the impetus toward union 
so strong. But, if sufficient distraction is ap- 
plied, it can be prevented from uniting. It would 
seem that the surgeon is between the frying pan 
and the fire: the frying pan of recurrent angula- 
tion and the fire of distraction. However, one 
cannot be too cautious in the use of continuous 
traction. 


In addition to obtaining and maintaining re- 
duction, traction in balanced suspension, espe- 
cially skeletal traction, has other advantages. It 
makes unnecessary encircling bandages with their 
circulatory interference. It allows early motion 
of adjacent joints and permits the use of heat 
and massage. It also gives free access to any 
existing wounds, lessens the danger of pressure 
sores and is more comfortable. Its chief disad- 
vantages are that it usually requires bed rest 
and the patient is not transportable. 


A word of caution about pin traction. It 
must be remembered that it is a surgical opera- 
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Fig. 8 
A method of skeletal traction for the thigh. T, Traction weights. S, Suspension weights. M, Weight within reach of patient’s 
hand, allowing knee motion, Pearson attachment not being locked. 


‘tion which calls for the same aseptic control as 
any other operation: cap, gown, mask and surgi- 
cal scrub, as there is always the danger of infec- 
tion. Every pin that goes through the skin into 
the soft tissues and into the bone and is allowed 
to move in its tract, must, sooner or later, be- 
come infected, which is a very serious complica- 
tion. In the region of the knee joint it is ex- 
tremely serious. If a pin is put in the supra- 
condylar region of the knee and even the least 
degree of infection allowed to develop there will 
be a definite stiffness of the knee and it is un- 
likely the patient will ever regain more than 90 
degrees of motion because of the binding down 
of quadriceps muscle to the suprapatellar pouch. 
‘So it is with many parts of the body. Actually, 
one can think of hardly any area where infec- 
tion is not a compromising danger. 

It must also be remembered that we may use 
fixed traction as well as traction suspension. 
‘There has been considerable misconception about 
fixed traction, probably more than in any other 


principle in fracture treatment. This is not sur- 
prising as the word is unfortunately chosen. 
Fixed traction is not really a pulling at all, but 
rather, is a fixation in the position of traction. 
Fixed traction can be used to pull a limb down 
to the end of a Thomas splint with counter pres- 
sure against the tuber ischii, but there is no 
continued pulling on a limb treated in fixed 
traction in a Thomas splint. Actually, what is 
done is that the limb is pulled out to whatever 
length is necessary by manipulation, anesthetics, 
and traction, and after having obtained the posi- 
tion desired, is fixed in position in the splint. 
But, of course, the word rather implies continued 
pulling and therefore this method fell into dis- 
credit. 


In conclusion it is important to remember that 
every fracture is an individual problem: that 
no “rule of thumb” applies to all, and that each 
must be given careful consideration as to the 
best type of treatment for that specific case. 
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THE SURGICAL MANAGEMENT OF 
DUODENAL ULCER* 


By C. Lartmore Perry, M.D., F.A.C.S.t 
and 
James W. Merritt, Jr., M.D. 
Miami, Florida 


Duodenal ulcer has long, been accepted by 
the profession as a medical problem. This may 
be shown by the incidence of surgical inter- 
vention in cases of duodenal ulcer treated at the 
larger hospitals or clinics. Allen! estimates that 
10 to 15 per cent of all cases admitted required 
surgical management. Lahey? points out that of 
6,550 cases of duodenal ulcer under hospital 
management, 6.59 per cent required surgery. 


The importance of this disease cannot be de- 
nied; its incidence has been extensively studied. 
Jennison* reported evidence of duodenal ulcer 
by fluoroscopic examination in 7 per cent of 
2,700 persons employed by a large life insurance 
company. In a series of over 9,000 consecutive 
autopsies Portis and Jaffe* found the incidence 
of peptic ulcer to be 5.23 per cent in white and 
3.5 per cent in colored persons. Other observers 
state that well over 10 per cent of the adult 
white male population suffers from this dis- 
ease. 


ETIOLOGY 


In the study of causative factors in duodenal 
ulcer much research and speculation has been 
recorded. Rivers,’ in discussing the etiology of 
ulcer, speaks of five types: neurogenic, chemical, 
infectious, nutritional and traumatic. It is doubt- 
ful whether any person could accurately classify 
cases of ulcer according to these etiological 
groups. Most observers recognize the importance 
of the interdependence of many etiological fac- 
tors. Numerous writers now speak of “psycho- 


genic ulcer,” but it is easily seen that this’ term: ' 
can never exclude the autonomic, chemical and 


vascular factors in the production of this dis- 
ease. Most present-day writers prefer to speak 


of “factors” which influence the production of - 


*Read in General Clinical Session, Miami Day, Southern Medi- 
cal Association, Forty-Second Annual Meeting, Miami, Florida, 
October 25-28, 1948. 


tDeceased July 6, 1949. 
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ulcer, for it seems likely that-a single cause 
of ulcer may never be proved. 

The acid-pepsin factor in pathogenesis of ulcer 
has been the basis for much argument. Peptic 
ulcer does not occur in true achylia. Palmer 
and Nutter’ reviewed 2,200 proved cases of ac- 
tive ulcer without finding a single patient show- 
ing complete and persistent histamine refractory 
achylia; however, peptic ulcer in the presence 
of simple achlorhydria has been reported.® 
Bockus® says: 


“In my opinion there is no proof that benign peptic 
ulcer ever develops unless the site of the ulcer has been 
subjected to the influence of hydrochloric acid and 
pepsin.” 

If this statement is not true then why does this 
characteristic round ulcer never develop in loca- 
tions in the gastro-intestinal tract which are 
never exposed to peptic juice, but occurs only 
in certain segments of the small bowel after 
surgeons have diverted acid-pepsin juice into 
these segments by anastomosis? 

The mechanism of normal as well as patho- 
logical acid-pepsin secretion is of interest and 
importance. It is well known that the acid levels. 
found in gastric ulcer are nearly normal, while 
the levels found in cases of duodenal ulcer are 
almost invariably elevated. Furthermore, the 
larger the ulcer in the stomach, the lower the 
acidity tends to be. But in cases of duodenal 
ulcer the reverse is the rule: large ulcer, higher 
gastric acidity. This seems best explained by 
the so-called duodenal theory propounded by 
Shay and his co-workers as quoted by Hol- 
lander. Their explanation points out that in 
gastric ulcer the associated inflammatory reac- 
tion decreases .activity of the parietal cells, 
resulting in lower acidity. However, it is held 
that in the normal duodenum are one or two. 
inhibitory mechanisms concerned with secretory 


‘and motor function of the stomach. Duodenal | 


ulcer and its surrounding inflammation result in | 


derangement of this inhibitory mechanism by 


diminishing elaboration of the hormone (entero- | 
gastrone) which depresses gastric secretion, thus 
allowing unrestricted secretory activity in the 
stomach. Shay feels that the inhibitory mech- 
anism in the duodenum is activated by the pH » 
of the duodenal contents, and when duodenitis - 
due to duodenal ulcer exists a lower pH is re- 
quired to set in motion the inhibitory activity. : 


‘ 
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This lower pH can be reached only by excessive 
gastric secretion. All this theory is intensely 
interesting and has much in its support, but it 
should be clearly understood that the physio- 
logical differences listed are a consequence of the 
location of the lesion and not a cause of it. 

The vascular factor in production of ulcer was 
mentioned in 1853 by Virchow (quoted by 
Bockus®) who felt that only a local cause could 
account for a localized lesion such as typical 
round peptic ulcer. He suggested thrombosis, 
spasm, endarteritis and embolism of the small 
vessels as the most important cause of ulcer. 
Most modern pathologists are inclined to look 
upon any vascular changes in the proximity of 
ulcer as a result of the ulcer rather than the 
cause. 

Boles!° !! feels that the vascular or circulatory 
factor is so much incriminated that he would 
eliminate the term peptic ulcer and call the 
disease “neurocirculatory ulcer.” He bases this 
upon the belief that “cell resistance” is the crux 
of the ulcer problem. In turn he feels that cell 
resistance depends upon the state of the circu- 
lation in the gastric and duodenal walls and on 
the composition of the blood reaching the cell. 

Bockus® claims that no higher incidence of 
ulcer is found in patients who have vascular 
‘diseases. 


Hereditary and constitutional factors are 
readily apparent since ulcer is a disease of only 
one animal, man. Further, the disease incidence 
is closely related to environment. Civilized peo- 
ple are regularly affected while the Malays of 
Java and Sumatra are relatively immune to this 
disease. This is not sufficient basis for the fre- 
quent observation that ulcer is a psychosomatic 
disease, for hereditary, endocrine and autonomic 
factors must also be considered. 

While acute peptic ulcer has been definitely 
shown to follow certain diseases, injuries, or 
operations in the central nervous system, this 
of course cannot be implicated as a regularly 
present factor in production of ulcer. 


The role of the autonomic nervous system 
in ulcer has been the subject of much research 
and literature in recent years. In this connec- 
tion it is interesting to note that Bockus® quotes 
Rokitansky as saying over one hundred years 
ago: 
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“Perhaps the proximate cause may be looked for in 
diseased innervation of the stomach owing to a morbid 
condition of the vagus and extreme acidification of the 
gastric juice!” 

The psychosomatic factor has been recently 
highly stressed by the psychobiologists. They 
point out how frequently one sees ulcer pa- 
tients who are tense, possess unusual drive and 
seem always to be in a hurry. They appear self 
sufficient, independent, and often distant. Often 
the ulcer patient is stubborn, critical and obsti- 
nate. He is frequently an individualist. He is 
overly conscientious in the performance of his 
ordinary duties and often punctilious and pains- 
taking, but not consistently profound. He is 
given to great worry, but is unlikely to give 
way to his emotions easily. The ulcer patient 
is not psychoneurotic, but often he is hypersensi- 
tive even though he presents no external mani- 
festation of his mental agitation. It is the 
opinion of Bockus® that over 50 per cent of ulcer 
patients possess many of the above traits and 
that it is probable that these personality charac- 
teristics constitute but one component of a hered- 
itary pattern in which the central nervous sys- 
tem, autonomic nervous system and endocrine 
glands are equally concerned. 


INDICATIONS FOR SURGERY 


In about fifteen per cent of patients with 
duodenal ulcer something happens that makes 
their living under orthodox medical management 
intolerable, and it is this group in which we are 
primarily interested. 

There are four classical indications for opera- 
tive treatment of duodenal ulcer: 


(1) Perforation 

(2) Pyloric or duodenal obstruction 
(3) Recurrent bleeding 

(4) Intractable pain 


We shall not elaborate on these indications, for 
they are well known and accepted universally. 
However, many times just because an ulcer does 
not perforate, bleed or obstruct, the patient is 
required to follow a rigid medical and dietary 
regimen which in many cases is not consistent 
with the actual pain and discomfort suffered. 
There are those patients who lend themselves 
readily to medical schedules, but we wish to 
speak of the patient who, even though he re- 
ceives pain relief from these complicated meas- 
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ures, finds that he resists, objects to, and abhors 
the mode of life that care of his ulcer forces 
upon him. We therefore would like to add to the 
above classical indications the one which could 
allow surgical relief for those who are unable to 
face the dietary and recreational limitations of 
the “once an ulcer, always an ulcer” mode of life. 
There have been others who feel that this 
group should receive surgical help. Nissen!® 
says: 
“It must be appreciated that the social and economic 
status of the patient will frequently sway the internist 
or surgeon in the direction of the operating table. Pro- 
longed and repeated dietetic regimens that subordinate 
the patient’s whole existence to his ulcer are often too 


heavy a strain, and may not even be feasible, especially 
during periods of restricted food supply.” 


Crohn,!° considering duodenal ulcer as a psycho- 
somatic disease, points out that a patient who 
will alter his way of life, limit his ambitions, 
control his emotions, adopt complacency and 
equanimity, will help to establish cure of his 
ulcer. By the same token one who is unwilling 
or unable remains a refractory subject for whom 
permanent relief can rarely be vouchsafed or 
insured. For such an individual surgery, par- 
ticularly subtotal resection of the stomach with 
its resultant anacidity, is the obvious and most 
satisfactory treatment. 


TYPES OF SURGERY 


The various operative procedures which have 
been employed in treatment of duodenal ulcer 
are familiar to all: pyloroplasty, gastro- 
enterostomy, subtotal gastrectomy, and vagot- 
omy (either alone or with pyloroplasty or 
gastro-enterostomy). 

Pyloroplasty alone has proved to be totally 
inadequate and has been justifiably rated as an 
unsatisfactory procedure. Gastro-enterostomy, 
although still a recognized procedure in dealing 
with certain cases of duodenal ulcer, should be 
reserved for patients in the older age group and 
with low gastric acidity, or those patients who 
are a poor operative risk for the more extensive 
operation of subtotal gastrectomy. 

Our experience with vagotomy has been too 
inadequate for us to advise its employment until 
further studies have been made on the late 
results of this operation. 


We believe that the majority of patients who 
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require surgical treatment should be given the 
benefit of subtotal gastrectomy. 


PREPARATION FOR SURGERY 


Preoperative measures employed for cases of 
elective gastric surgery are directed toward relief 
of pain, reducing anxiety and pylorospasm, and 
placing the patient in favorable nutritional bal- 
ance. 


A bland diet supplemented by oral adminis- 
tration of large amounts of protein hydrolysate 
is administered for ten days to two weeks before 
surgery. We have usually employed “essena- 
mine,” two heaping tablespoonsful in milk twice 
between each meal and twice between the eve- 
ning meal and bedtime. Supplemental vitamins 
are given, and particularly one-half to one gram 
of ascorbic acid daily. Belladonna and pheno- 
barbital are used freely when indicated. When- 
ever possible the patient is asked to stop his 
usual work during the period of preparation. 
Anemia is corrected by preoperative use of liver 
and iron; blood is usually administered during 
surgery. 


TECHNIC 


For some years we employed open anastomosis 
between the stump of the stomach and the 
jejunum, but more recently we have found 
greater convenience, safety, and facility in fol- 
lowing the technic employed by Dr. John Waugh 
of the Mayo Clinic who utilizes a Rankin clamp 
for aseptic gastrojejunal anastomosis. 

After abdominal preparation, the abdomen is 
opened through a high left paramedian or left 
subcostal incision, depending on the width of 
the costal arch and the position of the stomach. 
We find that in a patient with a wide costal 
arch and a stomach in the mid or low position 
the latter incision affords adequate exposure, 
less danger of postoperative herniation, and 
gives much less pain after surgery. In no in- 
stance do we use the muscle splitting vertical 
incision because of the marked postoperative 
pain following its use. , 

After entering the abdomen, thorough explora- 
tion is carried out to determine the extent of 
the gastroduodenal pathology, presence or ab- 
sence of co-existing conditions such as gallblad- 
der disease, hepatic or intestinal disease, and so 
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on. The: location and extent of the duodenal 
ulcer is of great importance; if in the first inch 
of the duodenum and on the anterior wall, 
it can almost invariably be removed. On the 
other hand, one located more distally and on 
the posterior wall, eroding into the pancreas, 
frequently causes shortening of the first and 
second portions of the duodenum, with resultant 
distortion of the anatomy in a highly vital area. 
The structure in this area which must be con- 
stantly protected is the common bile duct. When 
the inflammatory reaction and scarring so ob- 
scure the anatomical relationships that the safety 
of the duct is questioned one of two procedures 
should be employed. Either the duct should be 
indentified above and intubated, as suggested by 
Lahey’ and his group, to keep its location well 
marked throughout the remainder of the dissec- 
tion, or the duodenum should be transected 
proximal to the ulcer. 


After the appraisal of the pathologic condi- 
tions present, the gastrocolic ligament is divided 
along two-thirds or three-fourths of the greater 
curvature giving access to the lesser peritoneal 
sac. Care must be taken during this procedure 
to protect the middle colic artery, as the inflam- 
matory process of a posteriorly located duodenal 
ulcer frequently causes adhesion of the superior 
leaf of the mesocolon to the posterior gastric 
wall and the gastrocolic ligament. If the gastro- 
colic ligament is first divided high on the 
greater curvature the dissection of this adherent 
plane is greatly facilitated. 


The gastro-hepatic ligament is then perforated 
about its midpoint and a rubber or hernia tape 
passed about the body of the stomach for trac- 


tion. The gastro-hepatic ligament is then divided | 


in multiple bites between clamps and ligatures 
of No. 1 chromic are used to secure the vessels. 
The left. gastric artery is doubly ligated high on 
the lesser curvature. Division of this structure 
usually allows the stomach much greater mobil- 
ity. The ‘greater and lesser curvatures are freed 
as described above to a point well beyond the 


pylorus. Care must be taken completely to free. 
the mantle of adhesions usually present on the 


anterior duodenal wall to allow accurate closure 
of the duodenal stump. The right gastric and 
gastro-epiploic vessels are individually ligated 
with chromic gut. 
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Next the duodenum is divided between small 
Payr clamps if there is adequate space; if not, 
the duodenum is divided beyond a clamp, the 
cut edges being supported by Allys clamps, and 
the lumen emptied by suction to prevent spillage. 
While it is well to remove the ulcer if feasible, 
it is by no means mandatory and should never 
be removed at the expense of risk to the struc- 
tures in the hepatoduodenal ligament. The duo- 
denum should always be sectioned distal to the 
pylorus because one of the greatest factors in 
production of subsequent gastrojejunal ulcer is 
the presence of unremoved antral or pyloric mu- 
cosa. If the pylorus cannot be removed, meticu- 
lous excision of its mucosa must be carried out. 


The duodenal stump is closed with two con- 
tinuous rows of inverting catgut suture and a 
serosal row of interrupted Halstead mattress 
sutures of fine cotton or silk. The suture line 
is buried beneath the capsule of the head of 
the pancreas and further protected by the adja- 
cent fat tags and omentum in the area. 


The stomach is then turned to the left and 
the greater and lesser curvatures cleaned at the 
site of proposed jejunal anastomosis. The distal 
two-thirds or three-fourths of the stomach is then 
excised between large Payr clamps. The superior 
(lesser curvature) half of the gastric stoma is 
then closed by undersewing the Payr clamp. 
The clamp is gently removed and one side of 
a Rankin clamp applied to the unsutured portion 
of the gastric opening. This maneuver is car- 
ried out so gently that there is no breaking 
open of the agglutinated surfaces. The previous 
undersewn portion is inverted by returning the 
catgut to its point of origin as a continuous 
Cushing suture. 


A suitable segment of the very first portion 
of jejunum is then brought up through a rent 
in the transverse mesocolon and the antimesen- 
teric surface placed in the remaining side of the ~ 
Rankin clamp. The amount of jejunum extrud- 
ing through the clamp is adjusted so that when 
excised the resulting stoma will correspond to 
the gastric opening. The distal or efferent jejunal 
limb is placed at the greater curvature of the 
stomach. The Rankin clamp is reversed and a 


' posterior row of continuous No. 00 chromic gut 


is placed between the jejunal and gastric wall. 


‘This is followed by a row of interrupted cotton 
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or silk mattress sutures. The clamp is returned 
to its normal position and the gastric and jejunal 
walls united across the clamp with a Parker- 
Kerr suture of No. 00 chromic gut. The clamp 
is removed, the suture tightened and the second 
anterior suture line of interrupted mattress cot- 
ton or silk placed. This row is continued all 
the way up to the lesser curvature to support the 
suture line of the Hofmeister closure. The anas- 
tomosis is then drawn downward through the 
mesocolon and the gastric wall sutured to the 
open edges of the mesentery to maintain an 
inframesenteric anastomosis and to obliterate 
any aperture which might become the site of 
a future internal hernia. 


Five grams of sulfathiazole crystals are dis- 
tributed around the anastomotic site and in the 
area of the closed duodenal stump. A soft rub- 
ber tissue drain is frequently employed in the 
region of (but not touching) the duodenal 
stump. 


Abdominal closure is with chromic gut placed 
in the peritoneum as a continuous suture, quilt- 
ing or No. 000 ethicon cotton in the fascial 
layers, and dermal in the skin. 


A gastric or duodenal tube is sometimes em- 
ployed with Wangensteen suction for forty-eight 
hours. This is not a routine procedure and fre- 
quently the stomach is merely aspirated daily 
for three days to be sure there is no undue stasis 
and backing up in the proximal limb of small 
bowel. 

There are several points in the technic which 
should be elaborated. The anastomosis over a 
clamp greatly facilitates the performance of anas- 
tomosis, maintains a bloodless field, and prevents 
contamination. We do not agree with those who 
feel that a sufficiently high resection cannot be 
done with this technic. In the short, stocky indi- 
vidual with a high lying stomach it may be 
difficult or impossible to reverse the Rankin 
clamp for the posterior row of sutures. In this 


type of case an open anastomosis may be per- 
formed. 


RESULTS 


The results of surgical therapy of ulcer are 
so definitely related to technics employed that 
certain technical points will be mentioned in 
connection with this discussion. 
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Recurrent pain, hemorrhage, malfunctioning 
stoma, intestinal obstruction and dumping syn- 
drome are the most serious late occurrences 
after subtotal gastrectomy for duodenal ulcers. 
The first two of these complications can usually 
be attributed to the most dreaded complication: 
marginal or jejunal ulcer. 

What are the factors which influence forma- 
tion of stomal or jejunal ulcer? 

(1) High postoperative free acid levels 

(2) Length of the proximal jejunal loop 

(3) Time following surgery. 

(4) Removal of the ulcer 

(5) So-called surgically intractable cases 

In considering these factors we note first the 
fact that number one in ‘importance is’ post- 
operative free acid level. It has been repeatedly 
said that hyperchlorhydria alone never causes 
ulcer; that a break in mucosa must occur first 
and this accident has been attributed to a 
myriad of factors. However, whatever the exact 
etiological mechanism is, the most successful 
attack upon ulcer, either medically or surgically, 
has been directed toward drastic lowering or 
elimination of the acid-pepsin levels in the gas- 
tric juice. Furthermore, to obtain success in 
surgical management of ulcer it does not seem 
to be as important whether the total acids are 
eliminated, as whether free acid is absent fol- 
lowing surgery. This is confirmed by Winkel- 
stein'* of the Mount Sinai group who observed 
that in twenty-three years’ experience he had 
not seen a single instance of recurrent jejunal 
ulcer after a subtotal gastrectomy in which there 
was an absence of free hydrochloric acid post- 
operatively. Nor, as he pointed out, does it seem 
to matter whether this postoperative achlor- 
hydria is due to neutralization or is a complete 
achlorhydria. In his experience recurrences are 
frequent (9 per cent) after subtotal gastrectomy 
in the group with postoperative free acidity. 

Reinhoff!? divided his 255 personally operated 
surviving cases into three groups according to 
results from surgery and correlated these with 
the postoperative acid levels as follows: 

Well, 204 cases, average postoperative free acid 12 

Improved, 30 cases, average postoperative free acid 36 


Unimproved, 21 cases, average postoperative free 
acid 53 


He summed up his study with the following 
observation: 
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“One point seems certain, however, and that is that the 
majority of patients who are well are those with the 
lowest degree of free acid.” 


How may postoperative absence of free gastric 
acid best be achieved? First, by removal of an 
adequate amount of gastric tissue, particularly 
the antrum and high on the lesser curvature. 
The Finsterer exclusion operation which leaves 
gastric (or pyloric) mucosa in situ is condemned 
by all writers unless it is performed as a planned 
two-stage procedure where at a second operation 
this tissue is to be removed. Concerning the 
extensiveness of the gastric resection, Allen! 
noted that in his most successful cases the 
average length of the removed segment of stom- 
ach was 11 cm. along the lesser curvature. He 
states that if the same area measures less than 
10 cm. anastomotic ulcer may occur. 


In analyzing 69 cases of gastrojejunal ulcera- 
tion treated surgically at the Lahey clinic, Mar- 
shall!’ listed three types of operation which 
were involved in or contributed to the forma- 
tion of gastrojejunal ulcer: 


(1) Gastroenterostomy 
(2) The Finsterer resection 
(3) Inadequate partial gastrectomy 


The second factor we mentioned as influenc- 
ing postoperative ulcer recurrence was the 
length of the proximal jejunal loop. We rou- 
tinely employ a very short loop retrocolic gastro- 
jejunal anastomosis. We are convinced that this 
procedure is less often followed by recurrent 
ulceration. In Allen’s 129 cases of subtotal 
gastrectomy! for ulcer done with the retrocolic 
short loop technic he reports 2.3 per cent inci- 
dence of gastrojejunal ulcer. On the other hand, 
Reinhoff,!? in 260 consecutive personally oper- 
ated cases with the long loop antecolic anas- 
tomosis, reports 9 per cent subsequent gastro- 
jejunal ulceration. Kiefer!’ at the Lahey clinic 
reports 173 cases operated for duodenal ulcer 
by subtotal gastrectomy (27 of these had already 
had gastroenterostomy with stomal ulceration). 
Of this group six (3 per cent) had recurrent 
ulcer after gastrectomy proven by secondary 
operation. Another six (3 per cent) had clinical 
and x-ray diagnosis of recurrent ulcer but were 
not operated upon. Eight others (4 per cent) 
had one or more postoperative hemorrhages. 


In our small group of cases to this date we 
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have fortunately not seen any stomal or jejunal 
ulcer formation postoperatively. We feel that 
the retrocolic anastomosis is worth the extra 
effort required to employ it, and have seen no 
case in which the mesocolon was so short or 
thick that this procedure could not be performed 
after removal of two-thirds to three-fourths of 
the stomach. 


Those who object to this technic, notably 
Lahey, feel that its advantages are outweighed 
by the obvious disadvantage one encounters 
in a secondary operation for stomal ulcer or 
gastro-jejuno-colic fistula with the pathology 
adherent to and beneath the mesentery of the 
transverse colon. 


It would be an omission not to cite the work 
of Lannin'5 in Wangensteen’s clinic who showed 
experimentally the advantage of short loop anas- 
tomosis. He demonstrated in animals that the 
incidence of anastomotic ulcer is increased by 
each additional few centimeters of the small 
intestine between the duodenum and the anas- 
tomosis. This incidence ranged from zero at 
the duodenojejunal junction to 100 per cent in 
the terminal ileum. 


The procedure of entero-anastomosis between 
proximal and distal jejunal limbs is mentioned 
only to be condemned when the gastrectomy is 
done for duodenal ulcer. If this step is added, 
one loses the valuable neutralization ordinarily 
achieved by the bile and duodenal juices at the 
anastomotic site. 


The third factor concerned in recurrent ulcer 
is the length of time after gastrectomy. It is 
interesting to note that most gastrojejunal ulcers 
that occur do so within two years of the original 
surgery. Allen! points out that one-third of them 
appear within one year of operation, a second 
third occur during the second year, while the 
remaining third occur three or more years after 
surgery. 

Some authorities, particularly Lahey,’ urge 
removal of the ulcer in every possible case, even 
reporting technics for intubation of the common 
duct to make damage to this structure less 
likely when the anatomy is scarred and dis- 
torted. We feel that overzealous attempts to 
resect a duodenal ulcer which is adherent and 
has shortened the duodenum add greatly to the 
length of the operation and invite complica- 
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tions. After complete diversion of the gastric 
juice and food the ulcer heals provided pyloric 
or antral mucosa is not left in situ. Obviously 
the ulcer itself must be the subject of attack 
when active bleeding is present. Furthermore, 
the nonadherent anterior wall ulcers in the first 
inch of duodenum are more easily removed than 
left in place. We have never seen subsequent 
activity of a duodenal ulcer which was left in 
situ in course of adequate subtotal gastrectomy 
(Finsterer procedure excluded). Reinhoff!? ex- 
plicity points out the advisability of leaving 
scarred and difficult ulcers in place. He left 75 
per cent of the duodenal ulcers undisturbed in 
his 260 consecutive cases and pointed out that 
they all healed. 


Allen! divided his series into groups according 
to whether the duodenum was transected prox- 
imal or distal to the ulcer. He reports that 
those cases in which the ulcer was left undis- 
turbed did as well as the ones in which it was 
removed. He further remarks that exploratory 
dissection around the “difficult” ulcer has oc- 
casionally led him into opening the ulcer and 
necessiiating long and tedious dissection for its 
removal when leaving it alone would have been 
far wiser. 


We come now to the last factor influencing 
recurrent ulceration after gastrectomy for ulcer: 
the so-called “surgically intractable” case. As 
has been pointed out by many surgeons,! 2 !2 13 14 
gastrojejunal ulceration will occur in some indi- 
viduals after subtotal gastrectomy for ulcer no 
matter who performs the surgery or what technic 
is used. This group is usually typified by the 
person who is extremely psycho-labile and un- 
stable, has extremely high preoperative gastric 
acidity and has high postoperative free acid 
levels also. Reinhoff!? mentions one young 
physician who had five increasingly radical 
resections of his stomach for recurrent ulcer 
before he was relieved after most of the stomach 
was removed. 


We have discussed at some length the gloomy 
side of the picture; fortunately there is also a 
bright side. A happy outcome after a smooth 
hospital course, continued freedom from pain 
and other disturbances is the story in the great 
Majority of the patients. Many say enthusi- 
astically that they had forgotten how wonderful 
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it was to be free of pain, and their pleasure 
in eating ordinary foods previously intolerable 
adds new meaning to their existence. They 
work harder than ever before with a great bur- 
den of worry lifted and wonder why this relief 
has not been offered them earlier in this disease. 
Many others are relieved of pain but continue 
to eat small meals because of nausea, “dump- 
ing,” or other discomfort associated with over- 
indulgence, but cite themselves as more than 
satisfied with their freedom from pain and 
ability to overcome their other symptoms by 
dietary measures. 


Walters!” reports a small series of naval per- 
sonnel treated by subtotal gastrectomy, 85 per 
cent of whom were returned to full duty. This 
is compared with a medically treated group of 
which only 50 per cent were returned to duty, 
many requiring subsequent hospitalization and 
discharge from the service for breakdown of 
the ulcer. 


SUMMARY AND CONCLUSIONS 


(1) In summarizing we recognize the com- 
plex and obscure etiology of peptic ulcer, but 
recognize the fact that an attack upon the acid 
level is the most effective method of treatment 
either medical or surgical. 

(2) The indication for surgical therapy of 
ulcer should be broadened to include those indi- 
viduals who so strongly abhor and detest their 
medical regimen that they are miserable. 


(3) The most effective surgical treatment of 
duodenal ulcer is adequate subtotal gastrectomy, 
performed aseptically, restoring intestinal conti- 
nuity by a partial (Hofmeister) termino-lateral 
retrocolic short loop gastrojejunostomy, this sur- 
gery to be performed after adequate preoperative 
preparation. 

(4) The results are not perfect, but this 
method of management yields us the highest per- 
centage of well patients. 
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THE SURGICAL TREATMENT OF 
HYPERTENSION* 


By Otto C. Brantican, M.D. 
Baltimore, Maryland 


Stephen Hales, in 1733, measured the blood 
pressure in a horse. The first practical instru- 
ment for measuring the blood pressure in man 
was produced by von Basch in about 1880. It 
is thought that the general use of the sphygmo- 
manometer started around 1910. Richard Bright, 
in 1836, described cardiac hypertrophy and renal 
disease. Paving the way to the clinical concep- 
tion of an entity of high blood pressure, not 
mecessarily the result of renal disease, was the 
work of Mohamed about 1879. Clifford Allbutt, 
about 1896, probably gets the greatest credit for 
recognition of essential hypertension.!? It has 
been said that there are approximately 2,000,000 
victims of hypertension in the United States, 
and that nearly 150,000 patients a year die of 


*Read in General Clinical Session, Baltimore Day, Southern 
Medical Association, Forty-First Annual Meeting, Baltimore, Mary- 
land, November 24-26, 1947. 


*From the Department of Surgery, University of Maryland 
School of Medicine. 
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hypertension as compared to 169,000 deaths 
annually from malignancy.’ 


Common sense in clinical and scientific hy- 
pothesis holds that the unfavorable progress and 
end of patients with hypertension are related to 
the blood pressure.’ It seems that the range of 
variability of blood pressure should be considered 
rather than the blood pressure at any given mo- 
ment. The transient elevations of blood pressure 
above normal indicate a hyperreactive patient 
and often are the precursor of sustained hyper- 
tension.°* Best and Taylor? reported that at 
birth the systolic pressure averages 40 mm. of 
mercury ranging from twenty to sixty. At the 
end of one month it is 80 mm. of mercury, and 
at twelve years it is 105 mm. At puberty it 
suddenly reaches 120 mm., whereas at the age 
of sixty years the average is 135 mm. systolic 
and 87 mm. diastolic. Wagener and Keith! wrote 
that blood pressure consistently more than 150 
mm. systolic and 90 mm. diastolic is pathologic. 
Hines!° felt that if the blood pressure under nerv- 
ous stress is not above 140 mm. systolic and 85 
mm.. diastolic the patient is unlikely to develop 
sustained hypertension. A diastolic pressure of 
85 mm. of mercury is the critical level. Blood 
pressure is maintained by (1) pumping action 
of the heart or the cardiac output, (2) the periph- 
eral resistance, which is probably under neuro- 
genic control,! (3) the blood volume, (4) the 
viscosity of the blood, and (5) the elasticity of 
the arterial walls.° 


The physiologic mechanism involved in the 
maintenance of normal blood pressure is compli- 
cated and not completely understood. In hyper- 
tension one or more abnormal factors are added 
which make the understanding more difficult. 
The causes of hypertension are varied. When 
considering the etiology the division is usually 
into known and unknown causes. Renal changes 
account for many of the known causes of hyper- 
tension. When the cause is unknown, the condi- 
tion is generally spoken of as essential hyper- 
tension, and this form of hypertension is usually 
thought to be neurogenic in origin. In the 
etiology of hypertension there must be consid- 
ered clinical hypertension and experimental 
hypertension. 


Clinical hypertension is believed to be brought 
about or influenced by many factors which can 
he grouped as in Table 1. The classification is 
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taken from Page,'! with minor changes as indi- 
cated. It must be pointed out, however, that 
essential hypertension makes up 95 to 98 per 
cent of the patients suffering with hypertension. 
The many causes given in the table are really 
insignificant so far as the hypertensive problem 
is concerned. Levy and White® have shown that 
transient hypertension, transient tachycardia and 
obesity, when combined, will cause sustained 
hypertension 12.3 times more frequently than 
when they are not present. Variability in the 
blood pressure is indicative of a tendency to 
develop essential hypertension.? ® 7 § 22 


There also seems to be a hereditary or familial 
tendency to develop hypertension.’ Peet, 
Heinbecker,® Grimson,?* and Calder!* reported 
that evidence points to renal ischemia as a basic 
factor in hypertension regardless of what other 
causes may be present. Moritz and Oldt!® studied 
the kidneys of hypertensive patients and found 
arteriolar sclerosis in ninety-seven out of a hun- 
dred. Castleman and Smithwick!® found only 7 
per cent of normal renal biopsies in their hyper- 
tensive patients. DeTakats'’ found normal renal 
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biopsies in 17 per cent of the hypertensive pa- 
tients thus studied. 

The renal factor in essential hypertension 
should not be confused with the kidney affected 
by a surgical disease. Braasch, Walters, and 
Hanmer?> studied 1,684 patients subjected to 
renal surgery and found the evidence of hyper- 
tension was no greater than in a group of pa- 
tients taken at random. Crabtree and Chaset,?® 
after studying 150 consecutive cases of severe 
unilateral renal disease, wrote that hypertension 
was not characteristic of the group. At the Mayo 
Clinic it is thought that the evidence of hyper- 
tension caused by surgical renal disease is about 
1 per cent.?” Atrophic pyelonephritis is the most. 
frequent kidney lesion that has associated hyper-. 
tension. 

There is no certain correlation between clinical 
essential hypertension and experimental hyper- 
tension. However, Goldblatt?® believes there is 
considerable similarity between them. The ex- 
perimental methods of producing hypertension 
can be listed as in Table 2. The classification is 
taken from Wakerlin* with minor changes.‘ 29 3° 


ETIOLOGIC CLASSIFICATION OF CLINICAL HYPERTENSION* 


(1) Renal 


(A) Affections of vessels 
Arteriosclerosis 
Panarteritis nodosa 
Arteritis 
Anomaly 
Obstruction 

tumors 
aneurysm 
arteriosclerosis 
embolism 
thrombosis 


(B) Affections of parenchyma 
Acute nephritis 
Chronic nephritis 
Pyelonephritis 
Hydronephrosis 
Polycystic disease 
Amyloidosis 
Infarcts 
Tumors 
Hypernephroma 
Ectopia 
Toxemia of pregnancy 
X-ray lesions 
Renal stones 
Hypogenesis 
‘Dystopia 


(C) Affections of perinephric structures 


Perinephritis 
Tumors 
Hematoma 
Wilm’s tumor 


Retroperitoneal masses causing 


Pressure on parenchyma 


(D) Afifections of ureter 


Obstruction 
pelvis 
ureter 
prostate 
urethra 


(2) Cerebral 


(3 


~ 


Increased intracranial pressure 

trauma 

tumor 

inflammation 
Diencephalic stimulation 
Psychic disturbances 
Anxiety state 
Emotional disturbances" 
Nervous stress!” 
Lesions of the brain stem 
Ascending paralysis 
Poliomyelitis- 


Cardiovascular 


Heart failure 
Arteriovenous fistula 
Angina pectoris 

Heart block 

Transient tachycardia® 
Transient hypertension’ 1° 
Rheumatic fever” 24 
Coarctation of aorta 
Atheromatosis 

Lead poisoning? 


“Polycythemia 


(4) Endocrine 


Menopausal hypertension’ 17 
Ovarian tumors 
Pheochromocytoma 
Adrenal carcinoma 
Adrenal hyperplasia? 
Chorionepithelioma 
Adrenal-like ovarian tumor 
Cushing’s syndrome 
(pituitary adenoma) 
Pituitary basophilism 
Acromegaly 
Thymic carcinoma 
Hyperthyroidism 
Arrhenoblastoma 


(5) Metabolic Disturbances 


Ascorbic acid deficiency’? 
Vitamin B deficiency™ 
Vitamin A deficiency*® 
Obesity’ 


(6 


Unknown Factor 


Essential hypertension 
Malignant hypertension 


*This classification is taken from Page“ with minor changes, § 1° 12 18 14 15 17 18 20 a1 


Table 1 
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Experimental renal hypertension has lead to 
certain facts. Renin is formed by the kidney 
tubular cells. It acts on a specific protein sub- 
strate contained in plasma to yield a third sub- 
stance, angiotonin. Angiotonin, when injected 
into man or animals, produces a hypertension 
closely simulating the spontaneous type in man. 
Free angiotonin has not been demonstrated in 
the blood of man or animals.”? Kidney extracts 
have been isolated that will reduce the blood 
pressure of essential hypertension in man and 
experimental renal hypertension in animals. The 
extracts are of two types, one effective when 
administered orally*+ 5 and the other when given 
by injection.?? Experimental renal hypertension 
may exist in animals with normal clearance 
values and there may be silent parenchymal 
renal lesions in man. The albuminuria does not 
parallel the severity of hypertension. In experi- 
mental renal hypertension the height of the blood 
pressure is dependent upon the ratio of ischemic 
to normal kidney substance.*> Weiss, Parker, and 
Robb,*® Wilson and Byrom,;’ Patton, Page, and 
Ogden,** and others believe that unilateral renal 
disease sets up a vicious circle resulting in irre- 
versible damage to the opposite kidney, which 
then results in further hypertension and further 
renal damage. In order to cure experimental 
hypertension in rats by nephrectomy, the condi- 
tion had to be of ten week’s duration or less. 
Schroeder and Fish*® set arbitrary limits of two 
to three years for the duration of renal hyper- 
tension in man if a satisfactory result was to be 
expected from nephrectomy. 


“The outlook for the discovery of a substance to 
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neutralize the action of agents known to decrease the 
caliber of blood vessels in the state of hypertension in 
man is not too fanciful to be entertained.”® 


The pathogenesis of essential hypertension ap- 
pears to be first a functional narrowing of the 
arterioles throughout the body.?* This is fol- 
lowed by a spontaneous progressive organic 
process with thickening of the arterial wall, 
such as arteriolar sclerosis.° ?? It finally leads to 
an occlusive or near occlusive state. The process 
develops a poor exchange of oxygen and other 
metabolic processes in the body cells; when 
present in the kidney it is often called renal 
ischemia.” The process seems, for the most part, 
to be rather generalized and uniform throughout 
the body. This led to the classification of essen- 
tial hypertension on the basis of eyeground find- 
ings, since one could readily examine the arieri- 
oles.! 4° The process may predominantly involve 
the coronary vessels, the renal vessels, or the 
cerebral vessels, causing degenerative changes in 
these organs and thus leading to the complica- 
tions of eSsential hypertension, cardiac failure, 
renal failure or apoplexy. When the hypertension 
is of long standing there is hypertrophy and dila- 
tation of the left ventricle and then the left 
auricle. Myocardial degeneration accounts for 
60 per cent of the deaths, apoplexy causes 20 
per cent, and renal failure accounts for about 10 
per cent of the deaths in essential hypertension.” 
If the hypertension becomes malignant the proc- 
ess is more rapid and there is, in addition to the 
above findings, a necrotizing endarteritis. It is 
important to point out that there can be diffuse 
bilateral kidney lesions without hypertension.' 25 


ETIOLOGIC CLASSIFICATION OF EXPERIMENTAL HYPERTENSION* 


(1) Renal 
Goldblatt clamp™ 
Perinephritis of Page 
Nephrotoxic toxic substances 
Uranium nitrate 
Mercuric chloride 
Diphtheric toxin 
Antiserum nephritis 
X-ray radiation 
Renin injected into animals with bilateral nephrectomy 
Figure of eight tie about the kidney 
Complete occlusion of the renal artery in dogs 
Removal of two-thirds of the kidney substance 
Ureteral obstruction 
Renal nerve stimulation 
Renal venous obstruction in rabbit 
Intermittent occlusion of the renal pedicle in dogs 


(2) Neurogenic 
Section of buffer nerves, bilateral** 
Increased intracranial pressure 
Intracisternal injection of kaolin 
Cc hemia 
Hypothalamic injury 


(3) Endocrine 


Continuous infusion of epinephrine 
Desoxycorticosterone 
Ischemia of adrenal glands 


(4) Partial obstruction of aorta above the kidney 


*This classification is taken from Wakerlin‘ with minor changes, ™ *2 


Table 2 
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There is a possibility that the pathogenesis de- 
scribed above is secondary to hypertension and 
not a cause of hypertension. Heinbecker*! ex- 
pressed the opinion that persistent hypertension 
is not the result of generalized occlusive changes 
in the arterioles. He said that in persistent 
hypertension there is degeneration or hyaliniza- 
tion of the basophil cells of the hypophysis. The 
eosinophil cells are relatively or actually in- 
creased. 


The patient with essential hypertension is 
usually free of symptoms’ until one of three 
organs, the heart, brain, or kidney is predomi- 
nantly involved by the arteriolar disease. One 
may look upon the development of symptoms as 
a late sign and indicative of a complication of 
benign essential hypertension.'* The first symp- 
tom is likely to be merely a decline in general 
health. If the coronary arteries are considerably 
involved there will be cardiac asthenia or the 
typical signs of angina pectoris or coronary 
occlusion. If the cerebral arterioles are predomi- 
nantly involved there will be headache, vomiting, 
amaurosis, drowsiness, and even convulsions and 
coma. There may be various types of paralysis. 
When the kidneys are definitely involved the 
symptoms are usually mild, with nocturia, poly- 
uria and azotemia, which may lead to acidosis 
and coma.? There is failing vision when the 
retinal vessels become affected; this is most 
noticeable in the malignant phase of the dis- 
ease.! 40 The symptomatology or clinical condi- 
tion in each case of hypertension is probably 
a composite of the degree and kind of vascular 
change involving the cardiac, renal, endocrine, 
or nervous system. 


To foretell the future course of the disease 
and to decide upon the proper treatment, as well 
as to evaluate the result of treatment, hyper- 
tensive disease must be classified. Whether stated 
in so many words or not, the clinician working 
with the hypertensive patient always asks him- 
self certain questions which actually are classi- 
fication questions. 


(1) Is there a cause, or is it idiopathic or 
essential hypertension? 

(2) Is the hypertension of renal origin or 
nonrenal? 


(3) Has the patient symptoms, or is it asymp- 
tomatic? 
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(4) Is the particular hypertensive patient un- 
der consideration one to treat by medical 
means or by surgery? 


Adson,”? in 1936, classified essential hyperten- 
sion in three groups: (1) Slow, with death occur- 
ring in ten to fifteen years; (2) Moderate, with 
death following in three to four years; (3) Rapid, 
which would become fatal in eighteen months. 
He pointed out that papiiledema occurred only 
in the advanced cases or where the progress 
of the disease was rapid. Such a classification 
would be excellent if the duration of life could 
be predicted accurately. 


Keith and Wagener,! 40 in 1939, classified the essential 
hypertensive condition into four groups and emphasized 
the importance of retinal changes. Group 1, benign 
hypertension, mild narrowing or sclerosis of the retinal 
vessels. Group 2, marked hypertension with few symp- 
toms; moderate to marked sclerosis of the retinal vessels 
with narrowing; thrombosis could occur from organic 
changes. Group 3, marked hypertension much like Group 
2, but there is in addition a vasospastic retinitis with 
edema, cotton wool patches and hemorrhages. Group 4, 
malignant hypertension with marked vasospastic retinitis 
resembling the retinitis in Group 3, except that there is 
papilledema. These workers claim it is difficult to place a 
patient in one of these groups without a period of obser- 
vation. Retinal changes alone are not sufficient to permit 
a classification of the hypertensive patient. The classi- 
fication of Keith and Wagener into four groups has been 
accepted by most workers interested in the problem of 
hypertension. 542 43 The classification is based upon 
the life expectancy of the untreated hypertensive patient. 

Boyer,!5 in 1942, suggested a therapeutic classification. 


(1) Vasomotor instability. The patient will become 
hypertensive. 

(2) Mild hypertensive. The blood pressure will return 
to normal with rest and sedation. 

(3) Moderate hypertensive. The blood pressure will 
not return to normal with rest and sedation. The 
process is irreversible. 


(4) Advanced or fixed hypertension. There are defi- 
nite eyeground changes, and cardiac, renal or 
cerebral disturbances may be present. 

Smithwick44 45 has classified the hypertensive patient 

into two sexes, three groups by pulse pressure, and five 
levels of preoperative diastolic pressure. He arrived at 
this grouping because it helped him prognosticate the 
results of dorsolumbar sympathectomy when done upon 
the hypertensive patient. Obviously the classification 


can become rather complicated. 
Peet,46 in 1946, classified the hypertensive patient into 
the following groups: 
(1) Early mild hypertension, asymptomatic with mild 
(Grade 1) involvement of the fundi; no cardiac, 
renal or cerebral involvement. 
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Symptomatic hypertension with abnormal fundi 
but with no involvement of cardiac, renal or 
cerebral function. 


Hypertension with organic heart disease. 
Hypertension with cerebrovascular disease. 
Hypertension with renal impairment. 


Malignant hypertension with severe neuroretinitis 
and papilledema. This group always pursues a 
rapid downhill course to death. 


(3) 
(4) 
(5) 
(6) 


It seems that the classification of Peet is both 
sensible and workable. It permits a grouping of 
patients based upon an understanding of what is 
actually causing the illness of the patient. Sur- 
vival time without treatment is adequately im- 
plied and the results of sympathectomy can be 
judged fairly well. It thus combines the features 
of all previous classifications. 


If the survival time of the hypertensive patient could 
be determined with any degree of accuracy it would be 
easier to classify the patient, to know how to treat him, 
and to evaluate the results of treatment. It is generally 
agreed that when affected with hypertension women live 
longer than men. Janeway*’ showed that in a series of 
458 patients with hypertension one-half of the males died 
in four years, and one-half of the females died in five 
years after they developed symptoms. At the end of ten 
years, one-half of the remainder had died. For hyper- 
tensive patients Hamman‘ reported a five-year mor- 
tality of 30 per cent and a ten-year mortality of 78 per 
cent. Wagener and Keith! studied 146 patients with 
malignant hypertension and found that 79 per cent died 
in the first year. All but one were dead in five years. 
However, one was alive at the end of eleven years. They 
reported upon only seventy-three hypertensive patients 
falling in the other groups of essential hypertension and 
of this group 76 per cent were dead at the end of five 
years. King, Carlile and Blackford+? followed 481 hyper- 
tensive patients from ten to sixteen years and the mor- 
tality was 73 per cent. Opposed to these discouraging 
figures, Rici59 followed 327 patients from five to ten 
years and found a mortality of only 9.2 per cent. 
Shapiro! reported on a patient with essential hyper- 
tension for more than twenty-five years who showed 
no renal arteriolar changes at autopsy. 


It is evident that essential hypertension, once 
symptoms have developed, is a serious condition. 
The five-year mortality will range between 10 
and 50 per cent. However, all studies of mor- 
tality at the present time are based upon the 
finding of hypertension already established in 
the patient. There is no satisfactory evidence 
of the duration of the disease before the studies 
were begun. 

It is also obvious that if a diagnosis of malig- 
nant hypertension is made and no treatment is 
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instituted, the mortality will approach 75 per 
cent in one year. 

When it is understood that there is no infor- 
mation available on the prognosis of asymp- 
tomatic essential hypertension the recent classi- 
fication of Peet becomes more valuable. It can 
be assumed that his symptomatic group with 
fundic changes but without cardiac, renal or 
cerebral involvement will enjoy at least a five- 
year survival rate approaching 70 per cent, 
whereas the patient with malignant hypertension 
has little, if any, chance of being alive in five 
years. The three classifications in between these 
two will naturally fall somewhere between the 
two survival figures. 

Since there is no study of patients from the 
onset of hypertension there is no standard to 
evaluate treatment, whether it be medical or 
surgical. However, medical and surgical treat- 
ment can be compared with each other and 
against the standards as they are known. Such 
comparisons are of little value when the difficulty 
of establishing a standard classification is real- 
ized. There is no infallible method of placing 
a given patient into the proper group even if a 
standard classification were available. 


There is no specific treatment for essential 
hypertension, either medical or surgical. All 
hypertensive patients are possible candidates for 
nonsurgical or medical treatment. However, it 
is generally agreed that the mild or asympto- 
matic group is one best suited for this type of 
treatment. When considering the patient with 
advanced hypertension it seems that all treatment 
fails and therefore it makes little difference 
whether they are treated medically or surgically. 

The usual method of medically treating hyper- 
tension consists of the following procedures: 


(1) Mental and physical relaxation, which is 
accomplished by rest, restriction of exercise to 
avoid peak physical loads, and sedation of vari- 
ous kinds. It is also thought that the psychiatrist 
can do much for the mental relaxation. 

(2) Reduction of weight, which is carried out 
by various diets. The rice diet of Kempner 
has been received warmly. The restriction of 
tobacco and the consumption of minimal amounts 
of alcohol also are prescribed. 

(3) Administration of drugs, the number of 
which are too many to catalogue. Potassium 


= 
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thiocyanate and sulfocyanate have been the most 
effective.*> 54 55 


(4) Kidney extracts,5° 3435 according to 
Page,’° are to be considered as interesting clin- 
ical experiments. However, one can hope that 
they will be developed beyond the experimental 
stage. 


Surgery in the treatment of hypertension began with 
the surgical removal of specific causes of the disease, 
such as the removal of the right adrenal medulla tumor 
by Shipley5® in 1929, and continued through the years 
to the recent treatment of coarctation of the aorta by 
excision and end-to-end anastomosis of the aorta by 
Crafaord and Nylin.5?7 Thus, when the cause of the 
hypertension can be removed surgically the treatment is 
ideal. 


Renal hypertension and the effects of the kidney upon 
essential hypertension are so poorly understood that 
nephrectomy should not be considered as surgically re- 
moving the cause except in carefully selected cases. But- 
ler,58 in 1935, first reported removal of the diseased 
kidney with relief of the hypertension. At the Mayo 
Clinic it has been shown that renal lesions amenable to 
surgical treatment were found in less than 1 per cent 
of patients who had hypertension.27 If the hypertensive 
patient has a definite unilateral kidney disease of less 
than two years’ duration38 and he is not more than 
forty-five years of age,5? it is advisable that a neph- 
rectomy should be done; however, a unilateral sympa- 
thectomy on the same side should be performed at the 
same operation. Crabtree and Chaset?6 expressed the 
doubt that nephrectomy is ever justified in the treat- 
ment of hypertension. Carroll®° reported that the hyper- 
tensive juvenile patient with a unilateral atrophic neph- 
rosclerotic kidney will invariably respond satisfactorily 
after nephrectomy. 


Essential hypertension is considered a disease with an 
unknown etiology. The surgical treatment of this con- 
dition has been directed toward the sympathetic nervous 
system. It is a relatively new treatment. From the 
practical point of view it began with the work of Adson 
and Brown‘! who, in 1930, treated a patient with 
malignant hypertension by intraspinal anterior nerve root 
section from the sixth thoracic to the second lumbar 
nerve root inclusive. Peet,4® after twelve years of surgi- 
cal treatment of essential hypertension, reported the 
surgical treatment of 1,500 patients with hypertension. 
It is a remarkable achievement, and by far the largest 
series of cases reported in the literature; however, when 
it is compared with 150,000 deaths per year in the United 
States it is evident that little real progress has been 
made. This is further emphasized when it is compared 
with the treatment of other diseases. At the Lahey 


ClinicS? there have been approximately 25,000 operations 
for goiter. 

The practical development of surgery of the 
sympathetic nervous system for the treatment 


of essential hypertension can be described as 
follows: 
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1930, Pieri®3 resected the left splanchnic nerves by 


supradiaphragmatic approach. 


Adson and Brown®! resected by the intraspinal 
route the anterior nerve roots from the sixth 
thoracic to the second lumbar. 

1932, Craig and Brown®4 resected the greater and 
lesser splanchnic nerves and the sympathetic 
trunk between the twelfth thoracic and the first 
lumbar ganglion inclusive by the subdiaphrag- 
matic approach. 


Craig resected the greater and lesser splanchnic 
nerves by supradiaphragmatic approach. 
Peet*® resected the greater and lesser splanchnic 
nerves and the sympathetic trunk from the ninth 
or tenth to the twelfth ganglia inclusive. It 
was a one-stage bilateral supradiaphragmatic 
approach. 

Adson, Craig, and Brown?? resected the greater 
and lesser splanchnic nerves and the first and 
second lumbar sympathetic ganglia. In earlier 
cases partial adrenalectomy was done by a bi- 
lateral subdiaphragmatic approach. 


1930, 


1933, 


1933, 


1935, 


1936, 
1938, 


Crile®5 did celiac ganglionectomy. 


Smithwick®® combined the operations of Peet 
and Adson. He resected longer lengths of the 
greater and lesser splanchnic nerves and the 
sympathetic trunk from the ninth dorsal to the 
second lumbar ganglion inclusive. It was done 
bilaterally by an approach that gave exposure 
above and below the diaphragm. 


1941, Grimson§? did a total thoracic and partial to 
total lumbar sympathectomy, and a celiac gan- 
glionectomy. It was a three-stage transpleural 


approach. 


Poppen®3 split the difference between Smith- 
wick and Grimson and resected the greater and 
lesser splanchnic nerves and the sympathetic 
trunk from the fourth dorsal to the second 
lumbar ganglion inclusive. 


1942, 


Other operations have been performed for hyperten- 
sion such as adrenalectomy,S8 kidney denervation, kid- 
ney decapsulation, nephro-omentopexy, and nephromyo- 


In the treatment of experimental hypertension 
in animals it is important to point out that 
splanchnic denervation will not relieve the hyper- 
tension produced by increased intracranial pres- 
sure, by division of the depressor nerves from 
the carotid and aortic nerves, nor does it lower 
the blood pressure of normal dogs. However, 
complete paravertebral sympathectomy will re- 
duce the blood pressure in such a condition. 
Complete paravertebral sympathectomy will not 
relieve experimental renal hypertension in ani- 
mals.°? Grimson®? has been able to reduce the 
blood pressure in experimental hypertensive ani- 
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mals whether neurogenic or renal in origin, by 
section of the cervical spinal cord. 


Whether the hypertensive patient has a defi- 
nite etiologic cause for the disease is the first 
factor to determine when deciding upon treat- 
ment. If there is no obvious cause, the patient 
has essential hypertension. The decision then 
must be reached as to whether the patient should 
be treated medically or surgically. It is generally 
accepted that the asymptomatic hypertensive 
patient should be treated medically. The hyper- 
tensive patient with symptoms usually is given 
medical treatment and only in the case of failure 
to respond to such treatment is the patient re- 
ferred for surgical treatment.!* 52 63 7971 Hinton 
asked when the hypertensive patient is consid- 
ered too well for surgery and when he is thought 
to be too ill to have the operation. Once surgical 
treatment is considered for a patient, an en- 
deavor is made to determine whether a satis- 
factory result can be expected. 


The methods used to predict the end results 
of surgery depend upon certain facts, and upon 
the reaction of the blood pressure to pressor 
and depressor tests. The prognostic tests are the 
cold pressure test, carbon dioxide pressure test, 
the depressor effects of rest, sedation, the 
sodium “amytal” test, pentothal sodium intra- 
venous anesthesia, sodium nitrite, spinal anes- 
thesia, and continuous caudal anesthesia. All 
these tests show the neurogenic element of the 
hypertensive mechanism and indicate variability 
in the blood pressure. Other than the pressor 
tests, any test that shows a fall in the blood 
pressure supposedly indicates a favorable out- 
come after sympathetic surgery and, of course, 
the more nearly the fall in blood pressure ap- 
proaches normal the better the end result of 
surgery upon the sympathetic nervous system. 
It is generally agreed that the more severe the 
hypertensive disease the graver the prognosis 
and the poorer the results after surgery upon 
the sympathetic nervous system. In other words, 
poor results after surgery can be expected if 
the patient is above fifty years of age;!5 23 43 59 
if he is a male;5 ** 45 if there is a resting diastolic 
pressure of 140 mm. of mercury or more;* if the 
pulse pressure is greater than one-half the dia- 
stolic pressure, that is the higher the pulse pres- 
sure the worse the results;** if there is any one 
or any combination of cardiac, renal or cerebral 
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impairment; !5 23 44 45 63 72 if there is obesity;’> if 
retinal changes are marked; or if optic edema 
is present. 5 42 43 74 

Women generally have a better prognosis than 
men,° #4 45 and the younger the patient the better 
the prognosis after surgery. In spite of these 
methods of selecting the hypertensive patient 
for surgery, there appears to be no method of 
adequately selecting the hypertensive patient who 
will obtain a good result after a sympathetic 
surgery.> 52975 Peet wrote: 


“Any patient who is under sixty years of age, who is 
not in congestive heart failure, whose nonprotein nitrogen 
level is below forty-five and who has not sustained a 
major cerebral accident during the previous month may 
be considered a reasonable operative risk.”’46 


If a hypertensive patient is selected for treat- 
ment by sympathectomy the extent of the sympa- 
thetic resection must be determined. At present 
the popular opinion is in favor of the more 
extensive resection, as described by Smithwick. 
The results reported by Peet are most gratifying. 
His operative procedure is much easier for the 
patient and the ill effects of postural hypotension 
and tachycardia are absent. There is no sexual 
impotence in the male. The total sympathectomy 
of Grimson has not been extensively employed 
but it, at least, eliminates tachycardia when the 
patient assumes the erect position. Heinbecker*! 
believes that only two organs producing hor- 
mones concerned in essential hypertension are 
affected by sympathectomy, the kidneys and the 
adrenal glands; therefore the sympathectomy 
need be no greater than resection of the splanch- 
nic nerves and the first and second lumbar 
sympathetic ganglia. The more extensive the 
sympathetic resection the greater will be the 
rate of mortality and morbidity. 

There is no standard method of evaluating the 
end result in sympathectomy in the treatment 
of hypertension. Almost all authors report their 
results in a somewhat different manner and, ac- 
cordingly, comparisons are impossible. Their col- 
lective results cannot be computed. Most of them 
do not give the number of patients who had 
their blood pressure reduced to a normal level 
since there is more to the disease than merely 
a manometric reading. However, the blood pres- 
sure reading is of prime importance in arriving 
at a diagnosis before operation. Few authors 
give the number «f patients symptomatically 
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improved without other qualifications. The relief 
of symptoms is the most important result so far 
as the patient is concerned, and only those hyper- 
tensive patients with symptoms are subjected to 
surgery. Fortunately, a high percentage of pa- 
tients receive lasting symptomatic relief. A rough 
comparison and averaging of the figures given by 
six authors show symptomatic relief in 61 to 94 
per cent of patients. Many classify the results 
according to the number of millimeters of mer- 
cury the blood pressure falls; yet Smithwick is 
the only one to use this criterion in classification 
of the disease before operation. The duration of 
time elapsed since operation completely confuses 
the attempt to gather collective or comparative 
end results of sympathectomy in the treatment 
of hypertension. Peet*® reported that 20.3 per 
cent of his patients had persistent reduction of 
blood pressure to the normal level. Palmer 
studied patients who had dorsolumbar sympa- 
thectomy done by the Smithwick method. He 
found that 25 per cent had a persistent reduction 
of blood pressure to normal or near normal level. 
It is interesting to note that in a carefully con- 
trolled group Palmer found 12 per cent with 
blood pressure reduced to a normal or near nor- 
mal level. Kempner,*? in treating hypertensive 
patients with the rice diet, showed 64 per cent 
of patients improved with the average blood 
pressure dropping to a systolic pressure of 149 
mm. of mercury and a diastolic pressure to 96 
mm. of mercury. Flaxman’® wrote: 


“A study of the mortality in patients with essential 
hypertension medically observed, as compared with that 
of a series of surgically treated cases revealed little 
difference between the two groups. It is doubtful 
whether so-called specific surgery alters the course and 
the prognosis in cases of hypertension, including those 
with malignant hypertension.” 


An incomplete survey of the literature has 
not revealed a single article condemning the 
surgical treatment of essential hypertension. The 
majority of publications express the opinion that 
it is far from the ideal, but it is the best treat- 
ment available at the present time. Few authors 
are unduly pessimistic and few are overenthusi- 
astic. Certainly sympathectomy is a valuable 
adjunct to the medical treatment of essential 
hypertension. 

If any headway is to be made in the treat- 
ment of essential hypertension, the disease must 
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be treated by an ever-increasing number of sur- 
geons. The results that they obtain in their small 
series will probably give a true evaluation to the 
procedure. There is no other justification for the 
author to report the results of his small series of 
patients. A few patients operated upon by the 
subdiaphragmatic approach have been impossible 
to follow after surgery. Nineteen patients have 
been operated upon by the dorsolumbar pro- 
cedure described by Smithwick. The period of 
observation has been from six months to three 
years. There was no operative mortality. One 
patient died from a cerebral hemorrhage within 
three weeks of the last operation. Another pa- 
tient who had temporary relief from an Adson 
type of subdiaphragmatic sympathectomy was 
reoperated upon by the dorsolumbar method. He 
received no relief and only a temporary fall in 
blood pressure. He died within two months of 
his last operation. All but one of the remaining 
seventeen patients have had almost complete 
relief of their symptoms. Two patients have a 
normal blood pressure twelve months and four- 
teen months respectively after their last opera- 
tion. Five have had a significant reduction in 
blood pressure but not a reduction within normal 
range. Ten patients have had no significant 
change in blood pressure. None has a higher 
blood pressure than before operation. There is 
a persistent fall in the diastolic pressure after 
exercise in sixteen of the seventeen patients. All 
the patients have a postural tachycardia and a 
tachycardia of considerable degree after exercise 
but they seem unaware of it. 


The results by manometric readings are most 
discouraging, but this is offset by the sympto- 
matic relief obtained by sympathectomy in the 
treatment of hypertension. The symptomatic 
relief appears to be persistent and it is impossible 
to believe that it is psychogenic in origin. The 
symptomatic relief probably is the result of elim- 
inating peak pressures with exercise and excite- 
ment, since under such conditions there is con- 
sistently a fall in diastolic pressure after dorso- 
lumbar sympathectomy. Uncomplicated hyper- 
tension presents no subjective symptoms. There- 
fore, it is possible that sympathectomy does not 
act upon the cause of the disease but it does 
affect the pathologic processes producing compli- 
cations and symptoms, namely: occlusive arteri- 
olar disease. 
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CONCLUSIONS 


(1) A standard classification of essential 
hypertension is desirable. The classification de- 
scribed by Peet appears to be a satisfactory one. 


(2) A standard method of evaluating the re- 
sults of surgical treatment of essential hyper- 
tension is needed. 


(3) In essential hypertension, after dorso- 
lumbar sympathectomy the percentage of pa- 
tients obtaining persistent relief of symptoms is 
rather high. 
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MEDICAL SCHOOL FINANCING IN 
THEORY AND PRACTICE* 


By Murray C. Brown, M.D. 
Nashville, Tennessee 


I 


Henry Sigerist has said that every society has 
an ideal physician, a subtle blend of the social, 
economic, and technical forces existent in the 
society which shapes him. 

By that fact, there must be a close relation- 
ship between the physician, both in his training 
and practice, and the community in which he 
functions. It is, in one sense, a strictly limiting 
factor. 

At the risk of oversimplification, let me give 


_—. 
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an example of this limiting factor as it applies 
to the physician in practice. 

I once practiced in an area where there had 
not been a single pelvic examination performed 
for two decades, until the friend who induced 
me to settle nearby came to the community the 
preceding year. Later, in the coal fields of West 
Virginia, I watched physicians pander to the 
common propensity for self-medication, furnish- 
ing their contract patients drugs upon request, 
and frequently acquiescing when Junior came 
with a message that Grandma had a cold and 
could she have some of the green medicine she 
usually got. 

In the foregoing communities the profession 
of medicine and the patients were agreed as to 
the objectives of medical practice but far apart 
in their concepts of good medical care. In one 
mining community, and in the town where pelvic 
examinations were frowned upon, an alert physi- 
cian changed the situation. These men found 
a channel through which they could communi- 
cate with their people, and as is always the case 
when the profession is on solid ground, were 
able to educate their communities by demon- 
strating that the practices they advocated were 
in keeping with the agreed objective, the well- 
being of their patients. Until they accomplished 
this education, their practice had to be modi- 
fied to fit the mores of the community. 

If there is validity in this thesis, the analogy 
between the community which dictates the kind 
of medical care it will accept and the society 
which dictates the kind of doctor which it will 
train, is clear. It should follow that the society 
enforces its dictates by the degree to which it is 
willing to pay for the training of doctors, giving 
ample support for training when the medical 
school is pursuing ideals acceptable to most of 
our people, and decreasing support when it is 
training doctors to an unacceptable pattern. 

It is possible to examine this theory by briefly 
reviewing the history of medical education in 
this country. Such a review seems to indicate 
that a financial mechanism, effective, flexible, 
and rapid in its impact, operates to keep. medical 
education in a position where it must: train doc- 
tors in the mold the society will.accept. It is not 
until the last thirty. years that this mechanism 


_ seems to have failed, and that failure, ifit-exists, 


can be explained on rational grounds. 
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In the early days of the colonies, before 
formal medical education evolved, there were 
several distinct lines of development. Medicine 
in the agrarian South attracted young men of 
means and was a learned profession. The uni- 
versities of Europe trained a large portion of 
Southern practitioners who returned to this 
country to create a rich medical culture center- 
ing in Charleston, and their investigative work 
created a native medical literature. 

The Northern colonies of that date had not 
yet developed their industry and shipping, so 
could not support such expensive training. 
Therefore, medicine was practiced throughout 
New England by the ubiquitous clergy, as a 
sideline. On occasion, it supplied a significant 
part of their incomes. 

In what are now the middle states, practice 
was dominated by unlicensed irregulars, both 
men and women, and legalized irregulars made 
physicians by legislative fiat. The apprentice- 
trained physician was common to all sections, 
however, and the irregular also existed every- 
where. In fact, the practice of medicine in the 
colonies was in the hands of irregulars to such 
an extent that the “doctor” of the day rarely 
reflected any thinking out of harmony with the 
society. 

In 1765 this happy picture blew up. At the 
Commencement Exercises of the College of Phil- 
adelphia that year a new development in Ameri- 
can medical education was born. Dr. Morgan, 
lately educated at Edinburgh, commended to the 
trustees by William Penn and an exponent of 
the University system of medical education, 
announced that the College was launching a 
school of medicine to begin the following fall 
which would be operated in the manner of the 
best European universities. The school devel- 
oped in the next two years along the lines pro- 
posed. General education of college level was 
required of student candidates for admission, 
a bachelor’s and a doctor’s degree were offered, 
an intern year was provided in the Pennsyl- 
vania Hospital, and a graded curriculum of sorts 
was followed. The financial system evolved was 
of the utmost importance. The student paid six 
pistoles per major lecture course. There were 
two major ones, materia medica and anatomy; 
any additional courses he could attend without 
charge. The college collected for matriculation 
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and in graduation and other fees about twenty- 
five additional dollars, or seven pistoles. The 
professorial take seems to have been the six 
pistoles from the student, and the privilege of 
collecting it via his professorial appointment, his 
sole reward from the college. 

Apparently, the society wanted trained doc- 
tors, provided they were not trained too much. 
The school flourished, but of the university 
features originally proposed none survived. The 
entrance requirements soon were lowered to a 
level about as difficult to negotiate as a turn- 
stile. The bachelor’s degree was abandoned be- 
cause nobody came back for the doctorate, and 
the internship languished, though it survived as 
a trimming attraction to a few persistent souls. 
The salient and lasting feature that was intro- 
duced was the marriage of convenience with the 
university, in which the medical school as the 
dowered bride offered to support herself from 
her tuition charges, bring glory to the school, 
and afford her spouse the opportunity of col- 
lecting a few fees. 

The economics of medical education seem to 
have dictated these developments. Had there 
been at the time a financial basis for university 
training of physicians, the university era could 
have followed, once the principles were laid 
down, a smooth evolutionary course. However, 
our colonial society was either unable or un- 
willing to provide the funds for continuation 
of a school upon the university pattern, and the 
necessity for lecture fees wherewith to finance 
the teachers lead to a rapid abandonment of the 
principles underlying that type of education. 
The quality of the education offered was a 
compromise between the instructor’s willingness 
to ignore fees, and the student’s willingness to 
pay for his training. 

The next development was Jefferson’s intro- 
duction of his sweeping concept of the edu- 
cated man. It required that the curriculum of 
the liberal arts university include the study of 
medicine, beautifully freed at once of the impli- 
cations of practice and the limits of a specific 
discipline, under the title of “Natural Phil- 
osophy.” Thus for the first time, and tragically, 
the only time, the education of a man directed 
toward the simple purpose of preparing him for 
living was considered to involve at least @ 
familiarity with the most inclusive of disci- 
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plines, the science, art and humanity of medi- 
cine. 

The innovation was only an interlude, how- 
ever significant. More important was the shift 
in the culture of American medicine. In the 
south the young man, even the Charlestonian, 
no longer looked to Europe for his training. The 
south sent its students to be trained in the north- 
east, and for north and south alike the Uni- 
versity abroad became the postgraduate field, a 
place where deficiencies in fundamental educa- 
tion could be made up and an enrichment of 
knowledge obtained. The result was a schooled 
doctor, produced more economically than the 
European trained southerner of the preceding 
period. But there was still a need in an expand- 
ing economy that was not met by these new 
schools. They could not produce sufficient doc- 
tors for a growing population. 


The south was particularly affected. Too 
many of its young men of means were trained in 
the east, and too few of them returned. The 
population was larger and the agrarian econ- 
omy began to have many small freeholders. 
Physicians were needed for these and for slaves 
and for tenants. In consequence, the south soon 
blossomed with medical schools operating as pri- 
vate enterprises under the charters of universi- 
ties and colleges but independent of their sup- 
port and control. The demand for college-trained 
physicians had been created, and as no one in 
the south was yet willing to pay for this educa- 
tion for the doctor, the profession undertook to 
train him for a consideration. The country 
school, without clinical instruction, entrance 
standards, or any trappings of modern educa- 
tion in medicine, save the ubiquitous M.D. de- 
gree, came into being as the only inexpensive 
device for training southern country doctors and 
as a supplement to the income of the better 
trained practitioners. This was the pattern that 
existed from 1825 to the Civil War, when with 
the first reports from the guns at Fort Sumter, 
medical education in this country disintegrated. 

After the war the country schools in the south 
re-opened on much the same basis as before. 
This was all that could be afforded. In the 
north and east the culture did demand and was 
willing to pay for some university training as 
noted, but a new development, the proprietary 
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school, bore mute testimony to the more uni- 
versal demand for a doctor who had been to 
school but for whose training there was no 
willingness to provide financial support. These 
schools were, by intent, merely a means of 
formalizing the apprentice system and of secur- 
ing cash income from the training to which 
physicians devoted part of their time under 
that system. 


By 1890, even those relatively few eastern 
schools where the university system was de facto 
extant, were significantly behind the European 
universities in content, method and leadership 
of education. Still, there was now a growing 
group of men, well educated, and devoted to 
professional advancement, exposed to the best 
in the European university ideals and alert to 
the possibilities for rapid advances in knowledge 
and technic, who were concerned about profes- 
sional education. Welch, Osler and Halstead, 
Pepper, and others with imagination like the 
Mayos, were creating an American professional 
structure and organization, and they were pro- 
posing radical changes in education for physi- 
cians which they were prepared to push forward 
through the new professional structures. With 
the founding of Johns Hopkins this new phase 
of the physician’s training was begun. We en- 
tered the twentieth century with a new concept 
of medical education in our society, and by 1910 
the pattern was well established, although the 
parade was still small in numbers. 

In 1910, Abraham Flexner dropped a bomb- 
shell in the world of professional education set- 
ting off a chain reaction that continues today. 
In a monumental report to the Carnegie Founda- 
tion for the Advancement of Teaching, he re- 
corded his observations in 155 schools then on 
the North American continent. By far the ma- 
jority of these schools were deficient in every 
respect when compared with European universi- 
ties; and with few exceptions the significant 
deficiencies were financial and due to the fact 
that only the students’ fees were available to 
pay for medical education. By that time, medi- 
cal education comparable to the European pat- 
tern already exceeded in cost any reasonable 
fee that the student could be expected to pay. 

With the Flexner report came the birth of a 
new order in medical education and a new 
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method of financing it by private philanthropy 
functioning through the large foundations. The 
university school of the American order came 
into being, blending the medical school of Mor- 
gan and Shippen with something of the high 
school of Middletown. To these were added fea- 
tures of the Prussian prototype school that so 
flavored Flexner’s book. This school is the tool 
with which this country wrested world leadership 
in medicine from the continent. And it is this 
school which ended the system of supporting 
medical education through the students’ fees 
and through the occasional, grudging assistance 
of the general population. 

The thirty odd years following the Flexner 
report have constituted, therefore, a unique and 
sheltered period, a kind of hiatus during which 
dependence upon the community-dollar was re- 
duced to practically zero. These years have 
seen the aspirations of a profession for the 
status of the learned satisfied by the financial 
support of an acutely aware group of educators 
and philanthropists who directed the distribu- 
tion of a great wealth which was available for 
worthy purposes. These were not the represen- 
tatives of a general society, and their delineation 
of medical education was designed to train an 
ideal doctor who was not a reality in the mind 
of the society if it conceived his image at all. 
In 1948, we must face this question: is our 
society prepared to pay the cost of educating 
physicians to the ideal of the last twenty years? 
The prospective doctor cannot pay these costs 
for he has never in our history been able to 
pay for education in this university pattern, and 
those costs are tremendously increased by mod- 
ern developments. The foundations are exhaust- 
ing their funds, have passed through the stages 
of large investment in capital plant to modest 
investments of income in programs, and with 
the last of their funds must increasingly seek 
productive and smaller programs. 

University training is a phenomenon of the 
last thirty-five years as a general pattern in 
America and has never faced the pragmatic test 
of the willingness of our culture to pay for train- 
ing of this calibre. The possibility exists that 
the society, when asked to assume this burden 
so long carried by the volunteer agencies, may 
in a short while discover its dimensions and 


critically examine the thesis that this training 
is worth the price that society must pay for it. 
The fact that the society must apparently in- 
crease the resources for such training in both 
quantity and quality or abandon the concept 
for a less expensive form of training for a larger 
number of men, complicates the problem. Medi- 
cal legislation, with its concessions to the semi- 
trained and untrained, suggests that this is a 
serious probability. 


Il 


The education of the American physician was 
largely a self-supporting enterprise in 1910. The 
medical schools of that day were far from uni- 
form. They displayed remarkable differences, 
in which a sort of regionalism was evident as 
well as a startling unevenness in quality. They 
were alike in two respects. The tuition collected 
from the student was the main source of oper- 
ating money, and the total resources in plant 
and money was very small. 


The great number, the unevenness, and even 
the poverty of these schools seem to reflect 
accurately the attitude of the society toward 
medicine and medical education in 1910. It was 
a day of awakening interest in science and a 
day when medicine promised much that was new 
and beneficial to man. The science of bacteri- 
ology had suddenly surrounded people with 
“germs” too small to see and therefore the more 
menacing. These little creatures were a threat 
to the health of the individual of which he was 
very conscious. Chemotherapy had just been 
born and with it new materials to be injected 
into people, pills to be swallowed and vaccina- 
tions to take. Medicine could now counter 
attack. The cure of disease, even its preven- 
tion, were things no longer to be passively 
awaited. They demanded aggressive action, and 
the doctor was an essential partner in the battle. 
This situation, combined with the aura of mys- 
tery surrounding the mumbo-jumbo ritual of the 
early aseptic surgical operating room, made it 
easy to convince the layman that his doctor 
would have to be educated in some formal man- 
ner if he was to be competent to handle these 
mysterious forces. 

But it was also a time when mystery and 
ignorance offered the charlatan an unlimited 
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opportunity to exploit this new science. The 
magnetic belt and “miracle cure” graced every 
newspaper page, often with a testimonial from a 
preacher and a picture of the bearded discoverer 
to lend dignity and credibility to the hysterical 
claims. Even the intelligent layman was poorly 
equipped to sort fact from fancy, or truth from 
chicanery. Of necessity, the public had to de- 
pend upon the profession to determine the nature 
of medical education and upon the degree given 
by the medical school as the symbol of the 
trained man. Either because the profession of 
the day failed to interpret the needs of medical 
education to the community, or because that 
profession was itself ignorant of those needs, 
the public assumed that medical education must, 
like general education, be largely supported from 
tuition income. 

It would be well to examine the medical 
schools of 1910 carefully. Flexner’s detailed 
study makes this possible. Prudence dictates that 
we learn from these schools the role of finance 
in controlling the quality of education and the 
difficulties we shall face if we ever seek to 
finance modern medical education on some broad 
base in a society that is unaware of our needs. 

The medical schools of 1910 not only marked 
the end of irregular education and the beginning 
of universal formal education for the doctor, 
they were also the last schools in our experience 
which depended upon the largesse of the whole 
society for their support. A small segment of 
that society was shortly to take over the under- 
writing and control of medical education in 
America; and within the protective insulation 
of that support John Morgan’s dream for the 
college at Philadelphia was, for the first time, 
to become an important determinant in medical 
education. 


We can only summarize here in the fashion 
of asketch. There were 155 schools on the conti- 
nent in 1910. Of the total, 56 schools (or one- 
third) had less than $10,000 a year with which 
to operate. Williamette University’s $3,580 
annual income could be matched by California 
Electric’s $1,060 and Southwestern Homeo- 
pathic’s $1,100. Hard on their heels pressed 
Cincinnati’s pride, Pulte Medical College, with 
an annual income of $1,300. Some of these 
schools “could not be sold under the hammer 
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for $500,” while others made extreme poverty 
an excuse for doing “nothing, not even washing 
the windows or sweeping the floors.” 

Of the 82 schools affiliated with universities, 
twenty-seven were so loosely affiliated that no 
degree of control or vestige of responsibility for 
financial support was assumed by the university. 
The total income of the “university” frequently 
would not suffice to operate a single medical 
school even in those instances where the affilia- 
tion of medicine and the university was taken 
more seriously. Too often, there still existed 
the marriage of convenience between medical 
school and university, which we noted earlier. 
The medical school bride, as in previous years, 
brought a dowry of prestige and a promise to 
support herself. However, one new element had 
been added, divorce. In California, one school 
severed relationships with its university to con- 
tract an alliance with a more attractive aca- 
demic spouse. This in 1909, with Hollywood 
yet to be born. 

In a day when the basic sciences had attained 
the status of full-fledged disciplines throughout 
Europe, a day when science was in the air, 
the medical school laboratory was frequently 
inadequate, to say the least. It was common 
to find teachers of bacteriology who could not 
prepare cultures, cadavers putrefying in the dis- 
section rooms, absent clinical facilities, and too 
little clinical instruction. 

Only thirty-odd schools, or about 20 per 
cent, spent more upon instruction than they 
received in students’ fees, and even these schools 
counted hospital costs as part of their educa- 
tional expenditure. 


Undoubtedly some part of this dim picture 
was due to the rank commercialism of physi- 
cians who formed schools for the private profit 
to be derived from a teaching salary or for the 
teaching prestige which might bolster their prac- 
tice. This type of professional failure and pro- 
fessional exploitation was by no means the entire 
story. When professional leadership was earnest 
and physician-educators fought for higher 
standards and better instruction, the financial 
barriers remained insurmountable. In the south, 
where high school education was a requisite for 
admission to the medical school, and in the east, 
where college training was required, financial 
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need took precedence, and large classes with 
consequent large tuition income had to be mus- 
tered. Qualifications, by the device of adding 
“or equivalent” to each catalogue requirement 
for admission, became elastic and the hazard of 
the small class was avoided. Thus, financial 
need made careful selection of candidates for 
the medical school impossible. 

The university functions, the fostering of high 
standards for admission to the medical school, 
the fostering of the scientific spirit, and the 
responsibility for financial support, these bene- 
fits which the university would supposedly fur- 
nish and through which medicine hoped to attain 
full professional status, were not evident in more 
than a few medical schools in 1910. Indeed, 
they were impossible in most schools. Without 
laboratories, without funds, and without the 
university de facto, none of these things could 
be expected. 


One cannot resist the conclusion that the 
educational defect in the school of 1910 had an 
economic determinant. The ensuing 38 years 
of relative prosperity in medical education sup- 
port this belief. 


The American medical school of 1948 is a 
different sort of institution. It, too, has been 
shaped in part by the general society which 
created the conditions under which it flourished, 
but the society did so shape it indirectly and 
without intent. It was the society which gave 
rise to the holders of great wealth who flour- 
ished early in this century, and it was the 
society which created forces that educated these 
individuals to their responsibility for wise invest- 
ment of that wealth in philanthropy and educa- 
tion. It was our American addiction to business 
methods which led the holders of wealth to seek 
able and competent professional guidance in 
their philanthropy. They hired qualified profes- 
sional men to create and execute the policy for 
their endowments on the theory that it was a 
good business practice to buy the best guidance 
and the best direction. These men mobilized 
the medical profession, stimulated professional 
organization and created professional bodies to 
determine standards to enforce them, backed by 
the organized rank and file. They directed the 
investment of huge sums, individual gifts and 
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organized foundation donations, in the building 
of plants, the endowment of chairs and the 
recurrent support by grants in aid. It was the 
general aspiration of the American culture for 
the benefits of modern medicine and the general 
excitement of a dynamic people over this mys- 
terious and everexpanding new science that 
turned the attention of the philanthropist upon 
medical education. 

Free from any necessity to answer to the gen- 
eral society for the way philanthropic money 
was used, and free to exercise professional judg- 
ment and professional appraisal of the results 
obtained, a process of selective investment in 
medical education began about 1916. Funds 
were poured into the stronger schools, plants 
were constructed and endowments provided. 
Under the whip of professionally controlled ap- 
proving bodies, inadequate and hopeless schools 
were discredited and allowed to die. 


As such figures go, the following is a modest 
comparison. Elsewhere the investment was 
greater, and the new structures more impressive. 
But when Vanderbilt’s $14,000,000 medical en- 
dowment and her $540,000 income in 1941 are 
contrasted with her total income in 1910 of 
$25,000 (all of which was tuition), a total which 
provided teachers’ salaries, supplies, and the 
servicing and amortization of an $83,000 debt, 
the contrast is typical of medical education as 
a whole. 

It was this rapid siphoning of money into 
medical education that wrested world leadership 
from European hands and placed it securely in 
the American medical school, so securely that 
the student who studies in Europe today is sus- 
pected of failing to gain admission to an Ameri- 
can school rather than respected as a person 
of superior training, as was the case in 1910. 


Today the forces in our general culture which 
gave rise to the millionaire and to magnificent 
giving are dying. Our social philosophy is chang- 
ing, and, through its expression in our tax laws 
and our industrial relationships, the accumula- 
tion of new individual wealth on a large scale is 
generally precluded. The foundation as an insti- 
tution is ultimately doomed, though with reduced 
resources it will remain a part of our culture for 
some time. The medical school must look to a 
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future that holds little prospect of many large 
gifts, few additions to endowment, and the cer- 
tainty of decreasing foundation support. And 
the medical school lives in a present of increas- 
ing costs arising from ever increasing functions, 
inflation, and the technological obsolescence of 
plant and equipment at an accelerating pace. 

Inexorably, with each passing day, we ap- 
proach the point where we must seek a broad 
base for our financial support. The euphemism 
“broad support” means nothing more nor less 
than turning back to the society in general for 
support through donations or through compul- 
sory donations in the form of taxes. So it seems 
that we are watching the dying hour of a mag- 
nificent era of up-grading in medical education, 
and as we watch, the spectre of 300 years of 
defeated aspiration for university training for 
doctors watches with us, while the picture of 
1910 is vivid in our eyes. 


Ill 


The society in general has never made pro- 
vision for the kind of medical education that 
we are providing today. It became a reality 
only when we secured large funds which could 
be spent under professional direction. With that 
“crock of gold” we bought freedom and inde- 
pendence and released medical education from 
the control of the community. As we now turn 
back to the community for our future support, 
we face a period of readjustment during which 
the community’s wishes with regard to medical 
education will have to be heeded in increasing 
Measure as our support from that source in- 
creases. 


So far as can be ascertained, our independent 
medical schools afford the most expensive form 
of education provided any student in this coun- 
try. The annual cost for the training of about 
20,000 students has been accepted since 1945 
as being about $40,000,000 in direct expendi- 
tures. The actual cost per student is probably 
greater than this $2,000 per year, or $8,000 
per graduated student, for depreciation is com- 
monly ignored and cost accounting in medical 
schools is rather casual. 


In 1945, 19 schools estimated that they would 
have to find some new money at once or curtail 
their programs to levels dangerous to the quality 
of instruction. In 1949 it is probable that $80,- 
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000,000 will suffice to purchase the equivalent 
of the program offered in 1945. But the medical 
schools will have little if any more than they had 
in 1945 with which to meet these increased ex- 
penses. 

Parent universities can help very little. As in 
1910, the total endowment income of many will 
not meet the costs of their medical schools alone. 
There is no other channel through which they 
can help because medical education is conducted 
in what amounts to virtual isolation in a univer- 
sity within the university. There are no educa- 
tional resources in the university at large which 
can be stretched to supply assistance to the 
medical school. If there were resources of this 
sort in the science departments, the help would 
be difficult to mobilize in any case, for medi- 
cine’s preferred status has bred jealousies and 
academic tensions of serious proportions. Depart- 
ments in the school of medicine enjoy resources 
and salaries not available to general departments 
in the university which have much broader re- 
sponsibilities. 

Foundation resources have so shrunk that 
there is no more than four million dollars availa- 
ble for medical education each year from this 
source. This is but a fraction of the sudden 
need precipitated by inflation, obsolescence, and 
the sudden increase in the range of medical 
technologies since the war. Shifts in foundation 
policy constitute a virtual abandonment of 
medical education in favor of research activities 
and educational demonstration, a defensible and 
natural change resulting from their earlier dis- 
tribution of capital resources to create medical 
school endowments and from the changed in- 
come picture of the foundation of the present. 

So there remains only the public. College 
presidents indicate some minor optimism as to 
the continued existence of the large donor but 
admit all educational donations from this source 
cannot hope to produce gifts totalling the stu- 
pendous capital required to yield the income 
which is immediately needed. Forty million 
dollars is the annual return on a billion dollars, 
at a very optimistic 4 per cent. The small 
donation, raised annually and annually expend- 
able, is a more hopeful source. One cannot avoid 
pessimism in the face of the task such an annual 
campaign entails, and it is not dispelled by the 
fact that educational giving constitutes only 2 
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per cent of the national income, while 15 per 
cent is permissibly tax-free under our income tax 
laws. Annual gifts of $300 per person from 
every doctor in the country would provide the 
money, but this proposal also seems unrealistic. 

It seems more likely that we shall turn to the 
tax dollar, perhaps trying other expedients and 
exhausting each in turn before we do so. As we 
do so, we shall be turning to that source of 
funds which is most responsive to the will of 
the general society. 

When this happens, we shall start by seeking 
emergency financing. At that point we shall 
be concerned with the unit of government which 
should assume the responsibility, with how much 
is needed at once, and with the method of dis- 
tributing the funds. These are issues of con- 
siderable proportions, and are, of course, predi- 
cated upon the assumption that tax funds will 
be forthcoming. But the assumption that they 
will be provided on an emergency basis is ten- 
able. If we make clear that without such funds 
there will be no medical education at all, our 
legislators cannot fail to help us. That is the 
actual situation. 


We do not have the alternative of a gentle 
decline, deteriorating standards, and continued 
existence with a tightened belt. That will be 
apparent very shortly to those who are currently 
trving it. Faculties are built carefully and slowly, 
but they vanish overnight into the insatiable 
maw of better-heeled schools or into industry 
when the sand shifts under their feet. We have 
made too much of security as a basis to attract 
and hold our faculties for the menace of serious 
insecurity to be ignored. Our society without 
medical education and medical schools, or with 
fewer schools, is an untenable concept; and for 
that reason we shall get the requisite tax money. 


The problems of interim finance need not be 
of long-range significance. For the interim, it is 
necessary only that we get any kind of tax 
money without strings and not quibble too long 
over taking it while we try other expedients. We 
must insist on only one condition: the preser- 
vation of professional control for medical educa- 
tion free from community dominance for yet a 
little while. 

The greater problem lies beyond. The pre- 
dictable future is a period in which the cost of 
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the doctor’s training will be charged against 
the society as a whole, either exclusively through 
tax support or in part through other devices, 
From this point on we must be concerned with 
the possibility that the training the community 
will pay for and the training we now provide 
may be two different things. We can be sure 
that the community will exercise its economic 
control to resolve any conflict ultimately in favor 
of its concept. Meanwhile, we must have time 
to adjust our affairs. 


IV 


What use can be made of the time which 
remains before we must seek permanent public 
financing? During that period we shall remain 
relatively independent, and can shape our own 
destiny. One would like to think that the medi- 
cal schools are in the position of our practitioner 
in the town where pelvic examinations just were 
not nice. If we can hang on long enough we can 
educate the public to desire the kind of doctor 
we seek to train. But we cannot expect, if the 
support of higher education in general is any 
criterion, to preserve expensive trimmings which 
are not essential to that training, nor can we 
expect too generous support of even those essen- 
tials. 

There are many practical steps which we can 
take to prepare ourselves for eventual public 
support by whatever means it may be gained. 
Most of them are related to destroying those 
barriers between the people and the medical 
school which are the heritage of our era of 
independence. 


The questions which must be answered and 
the adjustments which must be made while 
we are in transition from private to public sup- 
port of medical education embrace most of the 
issues of modern medicine in relation to the 
society. Whether we seek to preserve intact the 
structure we now use or to substitute a reorgan- 
ized pattern for the independent medical uni- 
versity, some reorganization, directed toward 
encouraging the society to provide funds for 
continued pursuit of the educational ideals of 
the modern medical school, will be necessary. 


Reorganization directed toward reducing the 
costs of medical education can be effected by 
placing financial responsibility for things that 
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are not education upon the proper shoulders 
and by presenting society with an understand- 
able bill for education in which we relate the 
cost to the product produced. Reorganization 
can be directed toward wise use of resources 
as well as the production of maximum income 
from endowment securities and income-producing 
activities. Thus we can increase our claim to 
professional independence by keeping our finan- 
cial participation at a high level. Finally, reor- 
ganization can be directed toward building in 
our society a demand for that ideal physician 
we seek to train. By bringing the expression 
of his service to the community in the form 
of medical school sponsored services, as well as 
by indoctrination through mass media, we can 
accomplish this goal. 


If we cannot do these things, that education 
which must remain the most expensive in the 
world, however freed from financial excrescence, 
may vanish to be replaced by an untried and 
cheaper system or by abandonment of the con- 
cept of medicine that we of the medical school 
expound. 


These are the problems and tasks for today. 
If the past twenty years are to be more than a 
single muscle twitch recorded on the kymograph 
of history, if there is to be a rising plateau of 
achievement rather than a single narrow spike 
in the flat curve of 1910, we must be about the 
business of creating an ideal doctor in the mind 
of our society. We must give our people a com- 
mon cause with us in the effort to build a finer 
profession. 


DISCUSSION (Abstract) 


Dr. D. Bailey Calvin, Galveston, Tex—We have not 
had too much difficulty in obtaining funds for the 
operation of the medical school proper, but unfortu- 
nately, the hospital, which must be used as a teaching 
laboratory, is part of our institution and its operating 


costs have been rising far more rapidly than the medical 
school costs. 


A very strenuous effort should be made to acquaint 
our state legislature with the need for more money 
for the operation of state supported hospitals. 


I do not believe it is quite fair to saddle medical 
education as such with the analysis of hospital cost, 
including the care of the indigent sick in the state. 
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PRESENT TRENDS IN TEACHING AIDS 
IN MEDICAL SCHOOLS* 


By J. E. Markee, Ph.D. 
Durham, North Carolina 


During the last three decades the use of visual 
aids in all of the branches of medical teaching 
has continued to increase. That is, there has 
been an increase in the use of (1) both black 
and white lantern slides and colored lantern 
slides; (2) film strips, and (3) motion pictures. 
Certain technical advances have had a tendency 
to influence the kind of visual aids that have 
been produced. The most important of these 
are the addition of sound to the motion picture 
and the combination of recorded sound with the 
film strips. These and other technical advances 
have made it possible to depict entirely by film 
a given aspect of medical knowledge as com- 
pletely as a story is depicted by an entertain- 
ment motion picture. It is only natural that at 
least subconsciously we should compare a motion 
picture designed for medical instruction with one 
designed for entertainment. Such a comparison 
leads to the assumption that a single set of 
standards for evaluation may be applied to both. 

The application of such standards has led to 
the making of some motion pictures and film 
strips that are excellent insofar as both technical 
procedures and presentation of factual matter 
are concerned.! 23 However, some of these are 
not truly teaching aids but are, instead, designed 
to serve as substitutes for teaching by the in- 
structional staff. The development of these sub- 
stitutes for teaching has often been rationalized 
on the same basis as the substitution of the 
cinema for the legitimate stage. It has also 
been rationalized, on the basis of the experience 
of the Armed Forces during World War II, that 
good training films could successfully be substi- 
tuted for nart of the teaching. 

During World War II, experience with train- 
ing films demonstrated that maximum compre- 
hension and retention were attained only if the 


*Read in Section on Medical Education and Hospital Training, 
Southern Medical Association, Forty-Second Annual Meeting, 
Miami, Florida, October 25-28, 1948. 

*From the Department of Anatomy, Duke University School 
of Medicine, Durham, North Carolina. 
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other learning activities were correlated with the 
training films. In other words, effective utiliza- 
tion of the film is attained only if the other 
learning activities are planned and carried out 
around the film, which must be the central theme 
of instruction. 

If this line of reasoning is applied to medical 
teaching it would appear that our need would 
be, first, an ideal film or film strip to depict 
each suitable phase of medical knowledge and, 
second, a reorganization of all of our teaching 
activities around the motion pictures and film 
strips. It must be obvious that for the presen- 
tation of each suitable topic there would be only 
one ideal motion picture or film strip and that 
there could be only one ideal way of grouping 
the other learning activities around these films. 
Thus, according to these concepts the teaching 
in all medica! schools should be identical and 
thus completely regimented. However, these con- 
cepts ignore certain pertinent facts regarding 
medical education. 

The average four-year medical curriculum 
contains in excess of 5,000 hours of class, labora- 
tory and clinic hours. It is unlikely that as much 
as 5 per cent, or 250 hours, will be devoted to 
the use of films. A copy of such a set of sound 
motion pictures would cost each medical school 
that owned a copy about $75,000. The produc- 
tion cost would probably approach $7,500,000. 
These have been some of the factors which 
have led to a cooperative effort by the various 
groups which have been active in the production 
of films. The attempts at cooperation have taken 
a number of forms. The simplest has been the 
cooperation of a small group of friends. The 
most elaborate has led to the formation of a 
Medical Film Institute. This was accomplished 
through the joint action of two committees: 
one, the Interdepartmental Committee! com- 
posed of representatives of the Army, Navy, Air 
Force, Public Health Service and Veterans 
Administration, and another, the Committee on 
Audio Visual Aids’ appointed by the Association 
of American Medical Colleges. The Medical Film 
Institute will be responsible to the Association 
of American Medical Colleges.’ Its director, Dr. 
David Ruhe, has been appointed and the Medical 
Film Institute will be located in the New York 
Academy of Medicine. It is hoped that it will 
begin operation early in 1949. Its main task 


SOUTHERN MEDICAL JOURNAL 


September 1949 


will be the coordination of the cooperative ef- 
forts of the producers and users of medical films 
including the independent individuals or organ- 
izations, the medical schools and the govern- 
mental agencies. 

Although medical teaching films have been 
classified in many ways we shall introduce still 
one more major classification: (1) substitutional 
films, and (2) teaching aids. The former, sub- 
stitutional films and film strips have been dis- 
cussed above. The latter group, or teaching aids, 
needs further consideration. Insistence that mo- 
tion pictures or film strips be aids that may be 
incorporated into existing patterns of medical 
teaching may be said to be a modern trend. This 
insistence originates largely from those medical 
teachers who have the strongest teaching pro- 
grams. Some of these superior teachers insist 
that they must integrate 100 per cent of their 
teaching program. They refuse to change 95 
per cent of the program to make it fit the 5 
per cent that might be presented by motion 
picture or film strip. They refuse to use the 
films that are of the substitutional type and are 
willing to use only those motion pictures or film 
strips which may be incorporated into their well 
planned teaching programs. In other words, they 
want to alter 5 per cent rather than 95 per cent 
of their teaching. 

According to this recent trend the visual aids 
should be of the type that can be correlated with 
all that is best in medical teaching. The aids 
should be correlated, for example, with labora- 
tory teaching, with teaching in the clinics and 
with student instructor contacts. Since these 
are different in different medical schools it would 
be unwise to use exactly the same aids in all 
medical schools. Since the teaching staffs in a 
given school change, so should the visual aids 
used in that school be adaptable to change. The 
amount of adaptability that the three aids pos- 
sess is different. The lantern slides are most 
adaptable, the film strip less so and the motion 
picture least so. This characteristic of these 
three visual aids may be considered in order. 


The lantern slide is regarded by most teachers 
as an individual unit. These units, or individual 
lantern slides are used in different sequences and 
in different combinations by different teachers, 
who present the same topic. No instructor feels 
bound to a fixed usage of lantern slides nor does 
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an instructor feel any compunction about the 
omission of slides which do not aid in the pres- 
entation of a particular concept, nor does he 
hesitate to replace a slide by another which is 
more useful. 

The film strip is easier to store and to use 
than are the individual lantern slides. It is made 
in such a way that continuity of subject matter 
is incorporated into the film strip. In some 
instances this is a real advantage as in the 
recording of events in their actual order of occur- 
rence, for example, in a clinical case or a com- 
plex chemical reaction. However, most film 
strips are merely a succession of pictures on a 
strip of film and the sequence and the amount 
of detail included are the results of arbitrary 
decisions by the producers of the film strip. 
Once such a film strip reaches the teachers they 
usually hold the result of these arbitrary deci- 
sions in awe and hence are loathe to cut the film 
strip and decide for themselves what sequence 
of pictures is best and whether more or less detail 
should be included. It thus happens that the film 
strip rather than the teacher who uses it deter- 
mines the sequence of presentation and, to a 
degree, the details of the concept. This reverence 
for the arbitrarily determined sequence may be 
eliminated by cutting the individual pictures 
apart and mounting them as the necessary num- 
ber of 2 inch lantern slides. Then by binding 
the top and bottom edges of the slides with 
cellulose tape the pictures may be retained in 
their original order and the strip of slides may 
be slipped through a simple carrier as easily as 
can a film strip. Other teachers using these 
strips or slides do not hesitate to change the 
sequence, remove unneeded slides, or replace 
some slides with more suitable ones. The teacher 
needs no photographic skills or equipment to 
remove the slides from the strip or change the 
sequence. Only a knife and cellulose tape are 
required. Consequently, each individual teacher 
determines the sequence and changes the strip 
of slides so as to illustrate his own concepts. 


The motion picture is the least adaptable of 
the visual aids or at least the teacher must 
spend more time and energy and rust have 
access to more equipment if he is to adapt it 
to his individual teaching. At present, most 
teachers who use medical motion pictures do not 
adapt the movies to their teaching. Some teach- 
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ers merely include the movies as interesting side 
shows that are as truly outside of the main 
theme of teaching as are the side shows at the 
circus. Other teachers make no attempt to adapt 
the movies to their teaching but, instead, are 
willing to try to correlate their teaching with 
the movies by supplying the necessary discus- 
sion before, during or after the projection of the 
motion picture. 


I believe that the recent trend in the use of 
motion pictures in medical teaching is the com- 
plete correlation of the film with the total in- 
struction of a given teacher. This kind of corre- 
lation involves a number of steps. First, all of 
the aids to be used in the teaching of a given 
course must be planned in advance. Second, 
the teacher must be thoroughly familiar with 
all of the aids he will use. Third, at the begin- 
ning of the teaching term the student should 
be supplied with a printed description of all the 
aids he is to see and the dates when they will 
be used if the student is to be prepared to 
obtain maximal benefit from the visual aids. 
Some teachers are willing to spend the time and 
effort necessary to correlate the motion pictures 
with their teaching. Although different teachers 
have accomplished this in a variety of ways the 
following generalizations may be made. If maxi- 
mum correlation is to be achieved it is usually 
necessary to project lantern slides before and 
after and especially during the motion picture. 
Although it takes time and equipment to change 
the sequence in a motion picture it is not diffi- 
cult to omit the undesired portions. This can 
be accomplished by turning off the projection 
bulb and running off the undesired portion while 
lantern slides are being projected. Small pieces 
of paper projecting from the reel of film can 
serve to mark the limits of the undesired part 
of the film. 


During the projection of the movie the teacher 
should describe and explain the factual material 
that is being illustrated on the screen. If there 
is a sound track on the film it may be turned 
off. If the oral descriptions are carefully worked 
out in advance, they can be substituted for titles 
and labels and consequently save students time. 
If the films have been made without titles and 
without sound they are shorter and therefore 
cheaper. Silent films of this type are superior 
to sound movies. Their main advantage is that 
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if the teacher supplies the narration, the oral 
description will be better correlated with the 
instruction of that teacher than will a sound 
track made by another individual. Another ad- 
vantage of the oral narrative or description sup- 
plied by the teacher is that the spoken word 
may be changed when the film is used for the 
instruction of groups with different backgrounds; 
for example: nurses, undergraduate medical stu- 
dents, graduate physicians, and so on. Another 
advantage of a silent film described by a teacher 
is the much greater ease of removal of a portion, 
substitution or addition of other film. The fact 
that the sound track precedes the picture by 
about 15 inches makes it most difficult to make 
any alterations in a copy of a sound motion 
picture. 


Cost has long been a major consideration in 
medical education. It is necessary, therefore, to 
consider the relative cost of a sound film and of 
a copy of a silent film that has been made so 
that it may be accompanied by an oral descrip- 
tion or commentary. Since a sound film must 
be run one-half faster than a silent film, one- 
half more film must be used during a given 
period of time. In addition, the copying of sound 
film is one-fifth to one-third more expensive per 
foot of copy. As a result, the cost of copy of 
a silent movie of one hours’ duration is about 
$150, and the cost of copy of a sound movie 
lasting one hour is twice as great or $300. But 
the financial problem is still more serious when 
expressed in terms of average cost per year. 
Since a sound movie must be projected one-half 
faster it must wear out faster. Therefore, the 
average cost per year must be 3 to 4 times 
greater for sound film. Another financial advan- 
tage of silent movies is that since they are 
more easily altered, parts that are outmoded 
can be deleted or replaced more easily. 

One of the recent trends in teaching aids is 
the use of wire recorders or sound tape recorders. 
With these recorders it is possible for a teacher 
to make his own description of a film and use 
it in place of sound track. These recordings 
have many advantages. Any part or the whole 
recording may be erased and rerecorded. Any 
part may be deleted and additions may be spliced 
in at any point. They cost about one-thirty- 
fifth as much as sound track since the cost of 
wire or sound tape is about $4.00 per hour of 
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recording as contrasted with $150.00 per hour 
for sound track on a 16 mm. movie film. The 
main advantage is that the wording is corre- 
lated with the total teaching pattern of that par- 
ticular medical teacher. This is one of the few 
instances in which the better product is the 
cheaper one. 


At present, most of the medical films that are 
being produced are of the sound variety. Of 
course there are some instances in which the 
sound movie is to be desired. One may cite a 
few examples when the narration is made by 
an outstanding scholar whose words and voice 
should be heard by students of medicine. Un- 
fortunately, such recordings are very rare. Some 
of the sound films are planned for use outside 
of the medical schools and in situations where 
they will not be a part of a complete teaching 
program nor will they be presented by medical 
teaching experts. These films must be complete 
entities and should be sound motion pictures. 


However, many of the sound movies being 
produced are designed for use within the medi- 
cal schools. The reasoning back of the addition 
of sound to these films is hard to fathom. Per- 
haps the producers unconsciously desire to regi- 
ment at least the aspect of medical teaching 
covered by the film they are producing. Per- 
haps the producers vainly hope to increase the 
quality by increasing the cost. Perhaps they are 
influenced more by the outdated standards of 
the reviewing boards than they are by the teach- 
ers who might use the films, or perhaps the 
producers are not yet fully conscious of the 
trend among medical educators to use only those 
films which can be correlated with the total 
of teaching activities. 


In closing it may be emphasized that the 
teachers who will not accept teaching substi- 
tutes and who desire films that are truly teaching 
aids can accelerate the recent trends in a num- 
ber of ways. Those who produce films can make 
only the type which other teachers may use 
as teaching aids. Those who only use films can 
express their conviction that the lantern slides 
and film strips and motion pictures should be 
used in medical teaching only when they serve 
as aids that can be fully correlated with all of 
the rest of the worthwhile technics in medical 
teaching. 
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DISCUSSION (Abstract) 


Dr. Trawick H. Stubbs, Columbia, Mo.—I1 wish to 
re-emphasize the importance of the idea of developing 
teaching aids that have the quality of flexibility. With 
a group of the teachers of preventive medicine, we have 
had a committee working on this for some time and we 
are coming more and more to the flexible unit as being 
the most useful. 

We have developed a “category film strip,” the pur- 
pose of which is to be cut up into individual lantern 
slides and used without any thought of continuity of 
the whole strip. The idea is to keep the cost of indi- 
vidual slides of black and white down to two or three 
cents, and colored, five cents. Then they can be used 
or not used depending upon the need in each local 
situation. 

The same thing can be thought of with motion pic- 
tures, visualizing a central stock unit of single shots as 
a resource upon which individual teachers could call 
for getting motion pictures to supplement those brief 
shots that they have taken themselves, splicing together 
a unit that would fit their particular teaching needs. 
In the long run this could serve as a rough draft for a 
more finished teaching unit which could be edited by 
a group of men dealing with a common subject matter. 
Out of every such fifty rough drafts perhaps one or two 
good teaching units of general usefulness would be de- 
veloped. 

I think flexibility is the key to making these things 
useful to individual professors, particularly at the higher 
educational levels. 


SKIN CANCER: A TEN-YEAR SURVEY 
IN PRIVATE PRACTICE* 


By J. G. THompson, M.D. 
Jackson, Mississippi 


This survey of skin cancer in a practice de- 
voted entirely to dermatology covers a period 
of approximately ten years from 1936 to 1947. 
None except the writer’s private patients are 
included. The location of the practice was 
central Mississippi, and by far the greater 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Forty-Second Annual Meeting, Miami, Flor- 
ida, October 25-28, 1948. 
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number of the cancer patients were farmers, 
or at least people who were out of doors a 
great deal. The majority of them were fair- 
skinned with light colored, or brown, hair. 


Since most of them lived out of town and 
considered driving 30 to 100 miles quite a 
chore, since they were in a low income group, 
and since there were no free cancer clinics in 
or near Jackson during the first years of this 
series, some means of treating their cancers so 
that the lesion could be completely eradicated 
at one sitting was desired. X-ray was em- 
ployed in dosages up to 1600 r, 8 inches, 80 
KV. no filter except inherent filtration in the 
tube, in lesions up to approximately 2 cm. in 
diameter. This proved inadequate in too high 
a percentage of cases. X-ray in larger deeper 
lesions was used in the same approximate dosage 
using 1 mm. al filter, 120 KV. with the same 
results, namely, too many recurrences. Topical 
applications of 5 mg. platinum irridium radium 
needles with 0.1 mm. side walls were used. 
These were applied and left on from two to 
four hours at contact. The number of recur- 
rences was relatively high, and the scars were 
not satisfactory when there were no recurrences. 


In view of these results, and the time factor 
involved in giving sufficient dosage by x-ray, 
removal of the lesion by electrosurgical unit, 
desiccation and curettage, and filling the hole 
with 5 mg. radium needles and leaving them in 
place for three to four hours was employed. The 
ear was the one place where this method did not 
do well. It destroyed the cancer, but produced 
troublesome scars which were painful and soon 
gave indolent ulcers due to necrosis of the carti- 
lage. Those lesions were for the most part 
treated by removing the involved area, includ- 
ing the cartilage. It is possible to remove part 
of the ear with fair cosmetic results. All patients 
were told that most of the cancers of the ear 
were capable of spreading to other parts of the 
body, and it was of primary importance to eradi- 
cate the cancer, and if necessary repair the ear 
later. 


Lesions on the nose and eyelids responded well 
unless the cartilage was involved, or the orbit 
had been invaded. 

The number of new patients seen in the office 
over this period of time was approximately 25,- 
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000. Three thousand and ninety-eight, or about 
1 in 8, had precancerous or cancerous lesions. 
There were 3,331 lesions clinically characteristic 
of squamous cell, mixed forms and basal cell 
carcinomas. All lesions were not biopsied. There 
were 711 keratoses removed. It is more than 
likely that some of these lesions were already 
cancerous, while some may have been seborrheic 
keratoses. There were 35 leukoplakias treated, 
22 of which were biopsied. Some cleared up as 
soon as the patients discontinued the use of 
tobacco. Snuff seemed to be the worst offender. 
If they did not clear, they were treated in greater 
part by desiccation and curettage. One was 
treated by x-ray, and 4 by removal and radium. 
One Paget’s disease of the nipple was seen and 
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referred to a surgeon. Sixteen melanomas were 
seen in the group. In 10 cases the diagnosis 
was made clinically, and the patients were re- 
ferred to a surgeon where the diagnosis was con- 
firmed by frozen section. One was biopsied and 
referred to a surgeon; 4 were treated by removal 
and radium at the time biopsy was done. They 
were treated because they mimicked translucent 
basal cell carcinoma. One was treated by re- 
moval and x-ray because he refused to go any- 
where else for therapy. 

The patients ranged in age from 17 to 107. 
The greater number of lesions occurred in the 
sixth and seventh decades, and that held true 
for all of the lesions except melanoma. 

Out of 2,370 seen for basal and squamous 
cell carcinoma, 1,745 returned for check-ups 
ranging from several months to several years. 
All of the patients were told very emphatically 


Cheek N Foreh h : : 
ose Forehead Other every time they came in for check-up or for 
Basal cell carcinoma —.. 450 492 214 1586 . 
any other reason, to return to the office any 
Squamous cell ° 
carcinoma... 137 86 58 308 time that they even suspected growth in or 
— — — —— near the scars, no matter how long it was after 
578 272 1894 
the removal of the lesion. They were assured 
Percentage 20.6 17.3 8.1 54.0 
that no charge would be made for the inspection. 
Total Total Lesions Lesions Recurrences Recurrences Still No. Re- 
Number Number Pre- Not Pre- in Previously in Cases Not Under turned Referred 
Patients Lesions viously viously Treated Previously Observa- Check- for 
Seen Treated Treated Treated Cases Treated tion ups Surgery 
Keratoses +... 665 711 17 694 (0) 0 29 287 0 
Leukoplakia +--+... «46 35 1 34 0 0 2 25 0 
Basal cell, squamous 
cell and mixed forms* 2370 3426 230 3096 51 11 334 1745 32 
Paget’s disease 1 0 1 
Mel 16 5 1 1 ll 
Total Re- Re- Re- 
Number Re-  Re- moval Re- Re- moval _ Re- Re- moval _Re- 
Lesions moval cur- and cur- X-Ray cur- and cur- Radium cur- Biop- Radium cur- 
Treated Only rences X-Ray rences Only rences Radium rences Only _ rences sies & X-Ray rence 
Keratoses —.... 711 621 0 7 0 11 0 31 0 37 0 6 0 
Leukoplakia —__. 35 28 0 0 0 1 0 4 0 2 0 22 0 
Basal cell, squa- 
mous and mixed* 3331 976 4 129 1 222 19 1394 13 557 28 284 2 0 
Melanoma _...... 16 4 0 1 6 
Percentages __ _ 26.0 + 3.8 6.66 8.56 41.8 .93 17.05 5.03 
Under Over 
20 20-30 30-40 40-50 50-60 60-70 70-80 80-90 90 
ee 13 69 156 182 169 68 8 
Leukoplakia —.. 6 8 15 12° 4 1 
Basal cell, squamous 
cell and mixed _.... 1 23 171 375 587 651 373 90 4 


*Biopsies were not done on all tumors, and for this reason all of the basal, squamous and mixed forms were grouped together. 
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From this series I have gained several im- 
pressions not portrayed by the figures: (1) 
People come in earlier than formerly and there- 
fore the lesions are smaller; (2) the patients 
are overcoming the old taboo that having cancer 
treated makes it spread and kill the patient more 
quickly; and (3) a biopsy does not necessarily 
mean that a knife is being used. 


It would be ideal if a frozen section could 
always be made where there is doubt as to the 
exact nature of the lesion. 


Before the advent of the American Cancer 
Society tumor clinics in Mississippi, there was 
little or no effort made to educate the public 
with regard to cancer and its treatment, or to 
call the attention of the doctors to a condition 
that was being neglected. Since this educational 
program, the patients present themselves for 
treatment ready and willing to be treated. In 
most instances, one does not have to spend time 
attempting to convince some elderly patient that 
his or her cancer can be successfully treated. 
Perhaps it is due to a more rapid dissemination 
of knowledge by radio, newspapers and maga- 
zines. At any rate the populace is much better 
informed than it was at the start of this series 
ten years ago, and the people demand more. Of 
course, one is troubled a little more by neu- 
rotics and people with cancer phobia than for- 
merly, but a certain percentage of the people are 
going to have some kind of phobia anyway, and 
if this is true, it may save their own lives, or 
cause someone else to have his cancer treated 
earlier. 


In conclusion, an attempt was made to use a 
method in treatment of cancer of the skin by 
which the whole treatment could be applied at 
one visit. Three thousand three hundred thirty- 
one squamous cell and basal cell lesions were 
treated; 1,394 were treated with desiccation and 
curettage and radium, with recurrence in 0.93 
per cent as compared with 6.66 per cent recur- 
rence with the use of x-ray only; 3.8 per cent 
recurrence for desiccation and curettage and 
x-ray; and 5.03 per cent for radium only. Seven 
hundred eleven keratoses were removed almost 
entirely with desiccation and curettage and the 
number of recurrences was negligible. I have 
them listed as zero. Sixteen melanomas were 
seen, ten transferred, and five treated. One pa- 
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tient is still alive and three have no evidence of 
return. They have been treated only a short 
while. One was an elderly man, who died after 
seven years of some other disease. 


Age of patients was from under 20 to 107. 
There were more lesions in the sixth and seventh 
decades for all except melanoma. 


The site covers almost the entire body from 
foot to scalp, with the greatest number on the 
cheeks. 


In spite of evidence that removal and radium 
produced excellent results, it is felt that as a 
safety factor this method will be discontinued 
as a routine procedure in favor of x-ray alone, 
or if it is felt necessary, desiccation, curettage 
and x-ray, or radium. There are x-ray machines 
now with which one can deliver large doses of 
irradiation in a short period of time with little 
danger to the operator or the patient. It is 
feared by the writer that more than a safe 
amount of gamma radiation would be absorbed 
by the personnel of an office where a consid- 
erable amount of radium was employed over a 
long period of time. 


All lesions should be biopsied if there is sus- 
picion of cancer. 


DISCUSSION (Abstract) 


Dr. Dudley C. Smith, Charlottesville, Va—This is a 
big subject and of course cannot be covered in a short 
discussion. There are involved a number of questions: 
the site of origin of the lesion, the factor of carcino- 
genic stimulus, the cellular variation in the lesions, 
the various precursor cutaneous abnormalities, the great 
variability in the clinical characteristics of these lesions, 
the tendency to alteration in the malignant elements, 
and then, of course, the variable response in different 
types to therapeutic agents. 

These generalizations, I think, have a basis for signifi- 
cant conclusions. Skin cancer is an important and diffi- 
cult subject, not only because it involves broad basic 
knowledge of pathology and therapeutics but it causes 
6 per cent of all deaths due to cancer. Malignancy may 
occur in many types of cells, in any layer of the skin. 
There is marked variation between the basal cell lesion, 
the prickle cell lesions, the transitional cell lesion, the 
lesions that arise from cells that make up the sebaceous 
gle- 4s or the sweat ducts, the lesions that arise in the 
ce around the hair follicle and nail bed, and then, of 
course, all types of cells that may be misplaced in the 
embryologic development. These variations are suffi- 
cient reasons for never treating a skin lesion as a 
malignancy without a biopsy. A patient may have a 
lesion on the nose or the cheek with perfectly typical 
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characteristics of an epithelioma or a perfectly typical 
squamous cell lesion on the back of his hand but the 
biopsy shows this to be sarcoid in one case or blasto- 
mycosis in another. A biopsy is necessary and should 
be done in every case before treatment. A study of 
the tissue is necessary to make a decision about the 
proper therapy including type and amount of treat- 
ment. 

Dr. del Regato, in the Section on Radiology yesterday, 
had some interesting figures. He is from Missouri, and 
he said that 97 per cent of all his cases of skin cancer 
are on the exposed areas. On the face, men have three 
times as many as females, and a man practically never 
has a cancer on his forehead, because he wears a hat. 
He practically never sees the ears in women involved 
because the hair protects them. 


When it comes to therapy, there are a number of 
methods available such as purely physical agents, 
chemical and surgical agents, and various types of 
irradiation. Each individual case must have a decision 
made, as a result, on the character of the lesion, its 
type, size and location. And then the man who is 
treating the case uses the method he can perform best; 
but, of course, this does not excuse him from learning 
a method which is better in a particular type of case. 


Dr. D. Truett Gandy, Houston, Tex—Dermatologists 
treat many epitheliomas. I agree with Dr. Smith about 
biopsy. It is often advisable to know whether we are 
dealing with a basal cell or basal-squamous cell lesion. 
Like tweedledum and tweedledee they look alike clin- 
ically, and microscopic examination is required for the 
differentiation. The distinction is important informa- 
tion to have inasmlch as the basal-squamous lesion may 
metastasize, whereas the pure basal cell produces its dire 
effects by local destruction only. I think it is claimed 
that in any series of epitheliomas on histologic study 
some 15 to 20 per cent will be found to be of the 
basal-squamous cell type. 

A type of epithelioma which was not mentioned is 
the flat, cicatrizing, so-called morpheaform epithelioma, 
often with central involution and peripheral extension. 
I have found these lesions at times almost impossible 
to cure. They are notoriously recurrent following x-ray 
or radium therapy. A method of dealing with such 
lesions, as Dr. Smith mentioned, is thorough curettage 
followed by application of acid nitrate of mercury. I 
have found it necessary at times to turn them over to 
a plastic surgeon for excision and repair of the defect 
by plastic means. 


Dr. T. W. Murrell, Richmond, Va.—The most interest- 
ing remark in the paper to me was the fact that this 
doctor was seeing people he felt he was not going to 
see again and he wanted to do all he could while the 
patient was under his care. 


I want to give you a very strange story that I think 
has a psychological bearing on this paper. There is a 
very brave doctor in North Carolina, and at one of 
the meetings of the North Carolina Medical Association 
he got up and said that he felt that the average skin 
ancer was better off in the hands of the average quack 
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than it was in the hands of the average doctor. Of 
course, all hell broke loose immediately, and he had to 
rise to a question of personal privilege, and it was a 
very brave thing that he said. 

He said, “I am the son of a cancer quack and I saw 
his work, my father’s work. This thing is deeply psycho- 
logical. Let us say that a man comes to you with a 
small epithelioma here on the side of his neck. What 
do you see? You see the skin with the cancer, but you 
also see the carotid artery, the vein, the pneumogastric 
nerve, and all those things that are important under- 
neath there, and that makes you afraid. What does a 
cancer quack see? He does not see anything but $250, 
so he goes in and takes off the side of the man’s 
face. He probably takes off five times as much as it 
was necessary to take off, but he gets the cancer when 
he takes it off. Frequently in our fear of removing 
good tissue, we leave cancers there and our work is a 
failure.” 

There is truth in that, absolute truth, because I have 
fallen into that same pit time and time again, as I 
have found in reviewing these cases many years after, 
and I think that is what the doctor had in mind in 
presenting his paper. The crux of it is to do something 
sufficient, at the time it is done, and as Dudley Smith 
has just said, there are plenty of things to do, but 
be brutal when you do it. 


Dr. Thompson (closing).— With reference to the 
cicatrizing basal cell that Dr. Gandy mentioned, I am 
treating a large one on the right lower abdomen of a 
woman at the present time, which is causing me con- 
siderable concern. 

I wish to explain to Dr. Murrell that my fear when 
treating these patients was not that they would go to 
someone else, for when this series started there were 
very few dermatologists in or near Jackson. The fear 
was that these patients would not go to see anyone to 
have their cancers treated for the next two or three 
years, at which time it would be too late to cure them. 
That is the reason for the brutal attack on these lesions. 


THE STATUS OF ALLERGY IN RELATION 
TO MEDICAL PRACTICE* 


By A. Forp Wotr, M.D., F.A.C.A.t 
Temple, Texas 


Allergy is a part of every branch of medicine. 
Allergy was once thought of only in relation 
to asthma, hayfever, urticaria, eczema, and pos- 
sibly serum reactions. As our knowledge of medi- 
cine as a whole and allergy in particular ad- 


*Read in Section on Allergy, Southern Medical Association, 
—_— Annual Meeting, Miami, Florida, October 25-28, 
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vances, we are discovering new and important 
relationships between hypersensitivity and vari- 
ous syndromes in general medical practice, as 
well as in every specialty. It is well that we 
take stock and evaluate the present-day place 
of allergy in the general medical picture. 


To begin with, there simply are not enough 
allergists to see all patients suffering with allergy 
and there is no necessity for many of them to 
have specialized attention. However, it does 
behoove everyone practicing medicine so to fa- 
miliarize himself with things allergic that he 
can take care of allergy’s minor manifestations 
in his practice and know how to recognize those 
cases requiring the services of an allergist. 


Likewise, it should be recognized what syn- 
dromes are amenable to allergic therapy. It 
should be understood that the allergist’s stock 
in trade does not consist solely in a vast array 
of skin tests and interminable injections. The 
allergist must heal the patient and not the 
allergy. Conversely, those in other fields must 
treat the patient as a whole and not simply the 
patient, exclusive of his allergy. It is as impor- 
tant for an allergist to avoid overlooking some 
systemic or general medical cause of symptoms 
as for a non-allergist.to be aware of an allergic 
factor or complication of an internal medical 
problem. 


Allergists by and large have not been guilty 
of hiding their light under the bushel of reti- 
cence, yet we still see many childhood asth- 
matics whose parents have been advised that 
asthma is incurable and there is little to do, save 
simply to wait until the child outgrows it. It 
should be preached over and over that childhood 
asthma responds better to treatment than any 
other kind. In most cases the child cannot only 
be relieved of most of his symptoms but he can 
be protected against the development of irre- 
versible changes in the bronchi, nasal passages, 
dental arch, and facial contour which often fol- 
low uncontrolled asthma and allergic rhinitis in 
youngsters. So much can be done for them that 
it is regrettable that many are still deprived of 
relief through misunderstanding. 


Skin tests have resulted in much confusion. 
He, who relies too heavily on skin tests, is led 
astray. He, who neglects them entirely, is de- 
priving himself of a very valuable diagnostic 
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aid. Briefly, it is the interpretation of skin 
tests which is important, and such interpreta- 
tion cannot be made except in the light of a 
patient’s clinical condition and supported by 
considerable experience with the extracts being 
used for testing. Skin tests should be regarded 
as clues only, and never as unsu»ported proofs 
of sensitivity. This point cannot be stressed 
too strongly, for even the best allergists are 
somehow letting too many of their patients 
harmfully restrict their diets without adequate 
proof that the forbidden foods are actually 
capable of producing trouble. 


By and large, people develop sensitivities to 
common foods or common allergens. The mis- 
take is often made of suspecting only some un- 
usual substance or some food recently added to 
the diet. More often, it will be found that the 
patient has developed a sensitivity to some- 
thing that has been in his diet or environment 
for a long time. Thus, a hay fever candidate 
is apt to become sensitive to what is most 
prevalent in the air, such as the pollen of rag- 
weed or grass. The food sensitive person is set 
upon by eggs or milk or wheat, and not caviar, 
cantaloupe, or kohlrabi. 


I shall quickly pass over the basic long recog- 
nized allergies, such as asthma, allergic rhinitis, 
atopic eczema, urticaria, and serum sickness. 
Their status is familiar and needs less clarifi- 
cation than some of the more obscure allergic 
syndromes. 


The most frequent complaint for which pa- 
tients seek medical advice is headache. Some 
headaches are allergic. Unless the characteristics 
of the allergic headache are known, this large 
group obviously will be missed. Briefly, there 
are two types of allergic headache: one is the 
typical migraine, and the other is not typical 
of anything. 

The migraine headache is usually described 
as a severe periodic cephalgia, usually unilateral, 
often associated with nausea and vomiting and 
sometimes preceded by an aura. My impres- 
sion is that less than one-third of these head- 
aches are of allergic origin. Other estimates 
range from zero to 100 per cent. 


The other type of headache has no character- 
istics other than that it is a recurrent one of 
fairly constant pattern for each individual, oc- 
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curring in a person usually found to be other- 
wise allergic. Skin tests are practically worth- 
less in the diagnosis of offending foods in head- 
ache cases. The offenders must be found by 
trial diet, food diary, and history. 

I will mention the contact type of dermatitis 
without going into any detail about it. Plants 
and pollens, in addition to dyes, fabrics, cos- 
metics, chemicals, medications, materials of hun- 
dreds of types encountered in industry, can pro- 
duce contact dermatitis. 


Of course, the outstanding example of plant 
dermatitis is that from poison ivy. It is gen- 
erally felt that some degree of prevention can 
be obtained by injections of ivy extract prior 
to exposure, or by oral ingestion of ascending 
doses, put in capsules to avoid mouth irritation. 
There is some disagreement as to the value of 
ivy extract therapy of the acute case. Appar- 
ently, most dermatologists and allergists feel 
that it is seldom of value at that time and cer- 
tainly it can cause a generalized spread of the 
eruption in occasional patients. 


The patient presenting a dermatitis chiefly 
on exposed surfaces and especially severe about 
the ankles and wrists and forearms, who gives 
a history of onset with the appearance of vege- 
tation and relief with frost may have a weed 
or pollen sensitization. Generally, it is of short- 
est duration in its first year. Thereafter, it 
may occur earlier and persist longer and finally, 
after a few years, it may occur the year round 
due to increasing sensitivity and to the acqui- 
sition of secondary irritants. The irritant is the 
oily portion of the weed or the pollen and 
patch testing is the method of determining the 
offender. 


In the southwest, a very troublesome cause 
of weed dermatitis is Parthenium hysterophorus, 
or bastard feverfew. The latter name, with 
selective accent, is usually employed by its vic- 
tims. 

Joint allergies have been discussed by Creip 
and he has outlined five types of arthropathy. 

First, there seems to be a bacterial sensitiza- 
tion process in rheumatoid arthritis. 

Second, the transient articular swellings from 
sera or drugs. Of course, we include in this 
group the swelling of serum sickness and peni- 
cillin reaction which all of you have seen. 
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Third, Henoch’s purpura, the purpura asso- 
ciated with gastrointestinal hemorrhage and joint 
swelling. It is apt to be due to food sensitivity, 
and occurs more often in children than in adults. 


Fourth, is intermittent swelling of one or more 
joints, most often the knee, lasting one to five 
days and not accompanied by significant heat 
or redness or signs of systemic involvement. I 
have been disappointed many times in my ina- 
bility to find the offending agent. 


Fifth, there may be intermittent attacks of 
swelling with no residual, possibly akin to the 
condition described by Hench and called palin- 
dromic syndrome. In general, the mechanism in 
allergic arthropathy is the same as in urticaria 
and angioedema except that the synovial mem- 
brane is the shock tissue rather than the skin. 
It will be noted that the above conditions, except 
rheumatoid arthritis, do not produce destruc- 
tive change in the joints. The reaction is tran- 
sient. 


We should all be familiar with the evidences 
of drug allergy. It is well to establish a differ- 
ence between drug allergy and drug intolerance. 
In the latter, there is an exaggeration of the 
usual physiologic or toxic manifestations of the 
drug, and the reaction is based to some degree 
on the drug’s pharmacologic properties. Thus, 
we may get somnolence, headache, nausea, vom- 
iting, diarrhea, syncope, nervousness, palpitation 
or other symptoms from intolerance. In drug 
allergy, however, the responses of the various 
drugs are a good deal similar and, in general, 
consist of urticaria, angioedema, skin eruption, 
possibly even an exfoliative reaction, purpura 
or asthma. 

Some of our worst sensitizers are among our 
most valuable drugs. We might mention arsen- 
icals, sulfa drugs, and penicillin especially. Any- 
one using these drugs should be acquainted with 
the early signs of allergic reaction. Commonly, 
the first evidences of sensitivity are mild. Re- 
peated reactions often become so severe that 
weeks or months may be required for recovery. 
Aspirin, quinine, phenolphthalein, and cocaine 
derivatives are common sensitizers. 

Allergy to liver extract occurs and often cre- 
ates problems in the treatment of pernicious 
anemia. It is usually possible to desensitize 
the patient so that therapeutic amounts of liver 
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can be given. Rarely, the problem is solved sim- 
ply by changing to liver derived from another 
species of animal. Liver extract sensitivity seems 
to be rather variable in degree in individual pa- 
tients and many cases have been observed to 
lose their sensitivity spontaneously. 


Insulin sensitivity, likewise, ordinarily can be 
overcome by desensitization but it presents some 
additional difficulties in the severe diabetic in 
that desensitization is harder to carry out. 
Change to a different type of insulin may be 
effective. Crystalline insulin is said to be less 
allergenic than plain. Insulin derived from pork 
may be obtained for beef sensitive patients and 
vice versa. Spontaneous desensitization may 
occur. Induced desensitization may be disap- 
pointingly temporary. 

Allergy to estrogenic substances is frequently 
suspected but seldom proved. Ordinarily, the 
adverse reaction is due to the accompanying 
peanut, corn, or sesame oil. The aqueous ex- 
tracts usually can be substituted without trouble. 


There is some evidence brought out by Ur- 
bach that such a thing as endogenous allergic 
reaction to female sex hormone occurs. If so, 
this might explain a great many premenstrual 
flare-ups of migraine, urticaria, asthma, and so 
on. It has been shown that substances circu- 
late in the blood prior to menstruation which 
when the serum is injected in the interval 
between menstruations, will reproduce the symp- 
toms that were present. Even more important 
is the discovery that intradermal injections of 
premenstrual serum in adequate amounts may 
hyposensitize the patient, and in certain cases, 
prevent the development of the expected exacer- 
bation of hives, headache, or asthma. 


Loeffler’s syndrome is an allergic pneumonitis 
characterized by transient pulmonary consolida- 
tion and not as a rule accompanied by much 
fever or prostration. Usually the symptoms, 
physical and x-ray signs last only two to four 
days but more protracted cases have been re- 
ported. The pneumonitis may be migratory. A 
pronounced blood and sputum eosinophilis is 
ordinarily present. Differential diagnosis includes 
tropical eosinophilia, pulmonary brucellosis, 
atypical pneumonia, and the pulmonary phase of 
several types of intestinal parasites. 


Severe reaction sometimes is encountered in 
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egg sensitive patients when they are injected 
with vaccines grown on chick embryo. This is of 
growing importance since virus and rickettsial 
vaccines are often prepared in this manner. 
At least one fatal reaction has been reported, 
and numerous reactions requiring hospitalization 
have appeared in the literature. Careful ques- 
tioning regarding sensitivity to egg, and skin 
testing to egg and chicken in questionable cases 
should give adequate protection against such 
reactions. 


It might be well to mention something here 
with which all are familiar but which some- 
times is neglected when treating injuries that 
require antitoxin in horse serum. Inquiry should 
be made regarding possible sensitivity, and intra- 
dermal test injection of 0.05 cc. should be made. 
Of course, if significant reaction occurs, suitable 
rapid desensitization can be carried out. 


Human plasma is being used very widely, but 
it is not without danger from an allergic stand- 
point. Pooling of many samples of blood largely 
inactivates or sufficiently dilutes such sub- 
stances as antigens, haptens, antibodies, and 
agglutinins. Occasional reactions are noted, 
however, even from pooled plasma. 


Allergic reaction not infrequently occurs from 
a transfusion of blood. Here the reaction may 
be from giving Rh positive blood to an Rh 
negative female who has been sensitized by 
either repeated transfusions of such blood or 
by one or more pregnancies where the sire and 
the fetus were Rh positive. Or the reaction 
may result from the donor’s having recently 
eaten something to which the recipient is al- 
lergic. 

Vascular allergy is a most intriguing field and 
it is receiving more and more attention. Peri- 
arteritis nodosa formerly was considered quite 
a rare disease. In the past 8 years or so, more 
cases have been reported than the total to that 
time. It seems to be the result of an allergic 
tissue reaction in blood vessels, capable of being 
brought about by any one of several processes, 
including infections, tissue trauma, drug sensi- 
tivity particularly to the sulfa group and serum 
reaction. It can involve arteries in any organ 
and thus the symptoms are multiple and bizarre. 
Most often there is evidence of involvement of 
the kidneys, often the heart, lungs, spleen, and 
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frequently the extremities. It is a collagen dis- 
ease, and other collagen tissue diseases which 
have some association with an antigen-antibody 
reaction include dermatomyositis, scleroderma, 
disseminated lupus erythematosus and acute 
rheumatic fever. 

Relapsing nodular, non-suppurative pannicu- 
litus or Weber-Christian’s disease is probably 
much more common than the number of re- 
ported cases would indicate. We have seen two 
cases that we recognized in the past two years 
in our clinic. Here again, as in the two pre- 
ceding syndromes, non-specific tissue trauma 
from injury, infection, needle puncture, biopsy, 
or drug sensitivity seem to be precipitating fac- 
tors. In these cases, there is considerable vas- 
cular tissue inflammatory change, and fat or oil 
cysts may form surrounded by a granulation 
tissue wall. I believe this is an allergic reaction. 


Meniere’s syndrome in many cases is amena- 
ble to treatment along allergic lines. However, 
the fact that many cases of Meniere’s syndrome 
respond favorably to histamine does not neces- 
sarily mean that they are related to histamine 
sensitivity. The vasodilator reaction of hista- 
mine may be partially responsible for the good 
results. The same is true in the treatment of 
multiple sclerosis which some authors feel to 
be a type of allergic central nervous system 
reaction. 


Not infrequently, we can find an allergic 
background for episodes of paroxysmal tachy- 
cardia. In an analysis of 81 cases of raroxysmal 
tachycardia seen at the Scott and White Clinic 
from 1941 to 1946, allergy was thought to be 
the chief factor in two cases, a possible impor- 
tant factor in sixteen and was either not sus- 
pected or was of no importance in the re- 
mainder. (It was interesting to note that of 
these 81 patients, sixteen were definitely allergic 
and an additional fifteen were probably allergic, 
a ratio much higher than in the general popula- 
tion.) 

Gastrointestinal allergy may produce a multi- 
plicity of symptoms, including mouth ulcers, gas, 
distention, vomiting, diarrhea, mucus in stools, 
cramping, and anal pruritus. However, these 
symptoms are usually produced by something 
other than allergy. 


So-called mucous colitis, better termed irri- 
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table bowel, is usually due to personality and 
environmental causes but occasionally a case of 
food allergy is proved. Chronic ulcerative colitis 
can occur in allergic individuals the same as it 
can in others. When it does, an allergic food 
reaction can aggravate the symptoms. It is doubt- 
ful if more than a very few cases, if any, are 
primarily the result of allergy. 


Fatigue may be of allergic origin and it is 
quite common in the presence of hay fever, 
especially. General listlessness, depression, irri- 
tability and fatigue, in some cases accompanied 
by swelling of the cervical lymph nodes, consti- 
tute a syndrome observed by Randolph. It may 
so closely simulate infectious mononucleosus that 
only heterophile antibody studies will distinguish 
the two. 

Ocular allergy includes some cases of con- 
junctivitis, especially vernal and phlyctenuler 
types, iritis, uveitis and more rarely optic and 
retrobulbar neuritis. 

The urelogist encounters allergy in cases of 
food sensitivity, causing enuresis in the young, 
and ephedrine used in the treatment of allergies 
causing urinary retention in the older folks. The 
use of contrast media, and medications used in 
the urinary tract probably account for most of 
his allergic experiences. 

The surgeon is confronted by allergy in reac- 
tions from antiseptics, suture material, drugs, 
transfusions, and antibiotics. 


The obstetrician fortunately often sees cases 
of stubborn allergy subside during pregnancy. 
If they do not, they may bring about vexing 
complications. 


Thus, we see that there are allergic facets in 
every field of medicine. To be a good allergist 
requires a wide knowledge of medicine. To be 
a good physician requires at least a general 
knowledge of allergy. 


DISCUSSION (Abstract) 


Dr. Vincent J. Derbes, New Orleans, La—Out of an 
extensive personal experience, Dr. Wolf has ably delin- 
eated the role of allergy in medical practice. Professor 
Barr of New York City, who is an outstanding internist 
and has no particular bias in favor of allergy, has 
stated that the concept of altered reactivity to bacterial 
as well as non-bacterial substances is one of the most 
important ideas in medicine, which he ranks next to 
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psychosomatic medicine, a study of the circulatory 
system, metabolism, and clinical chemistry. 


He points out that this concept is relevant to the 
pathogenesis or to the practical management of over 
half of the diseases to which the human flesh is heir. 
Beginning primarily with the use of animal sera in medi- 
cine, the problem of allergy to the therapeutic sub- 
stances has been increasing rapidly and Dr. Wolf has 
pointed out in his paper that countless allergic reactions 
from horse serum, insulin, liver extract, injectable hor- 
mones and various other antibiotics are experienced 
daily. 


The range of therapeutic substances is so broad and 
allergic reactions from them are so varied that no prac- 
titioner is immune from contact with allergic experi- 
ence. These man-made allergic problems, as also pointed 
out by Dr. Wolf, have forced all medical men to the 
necessity of becoming competent in some of the phe- 
nomena of allergy. 


Dr. W. H. Browning, Shreveport, La.—We, as aller- 
gists, have a big problem and our problem is not 
necessarily the diagnosis of asthma and hayfever, things 
that we have been dealing with for years but the more 
complex problems, such as rheumatoid arthritis. Derma- 
tomyositis, scleroderma, lupus erythematosis, the general. 
ized type, all are probably allergic diseases, but we know 
very little about them as yet. We, as allergists, have a 
problem facing us and it is important that we work on 
these diseases seriously. 

I am going to jump now to another subject, food 
testing or skin testing, especially with foods. I have 
heard doctors for years apologize for skin testing with 
foods. I maintain that you can prepare good food 
extracts and I do not see many doctors who do not use 
them. Food testing is not the final answer, but you 
can test with foods and get valuable information. You 
should use food diaries and clinical food tests for fur- 
ther information. The latter is very simple. The patient 
is given the food for five or six days, then stays off of 
it for five or six days, and is then given the food on 
an empty stomch. If he is sensitive he will have symp- 
toms within an hour or two. This is very valuable in 
testing foods as a cause of headaches. If you get no 
reaction, put the food back into your diet. 


You mentioned a number of common disorders that 
we see. I have seen quite a few people who had the 
clinical symptoms of acute appendicitis, definitely 
caused by a food allergy. It is something very hard 
to diagnose and I have seen quite a few operated 
upon. I have been consulted on several occasions 
and agreed with the surgeon that we should operate. 
The differentiation between acute appendicitis and food 
allergy is difficult and the risk with acute appendicitis 
is too great to take chances. 


Dr. Wolf mentioned drug allergy and I have been 
working on a problem recently, and it is getting to be a 
serious problem. It is water sensitivity, not necessarily 
the water but the drugs that are in water. 


I have a patient, from Marshall, Texas, who can 
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drink any chlorinated water and immediately break out 
with acute urticaria. She can drink rain water or dis- 
tilled water without symptoms. I have two patients 
who are sensitive to copper. I can prove it by giving 
them copper sulphate orally. After a day or two they 
will develop an acute eczema. Now they are experi- 
menting with water, trying to remove the odor and 
taste of algae, and we are getting many other chem- 
icals. Drug allergy from the standpoint of water is 
becoming a serious problem. 


Dr. James H. Putman, Miami, Fla—I should like to 
stress the point of checking the children, trying to 
prevent the deformities that we see in later life. After 
we do our skin test, particularly in the diet and telling 
the patient to take a certain diet, we should sprinkle 
some common sense on that diet. 


Dr. Wolf (closing) —The question of gastro-intestinal 
allergy I just touched upon because it is so widespread 
I could not go into it very much. Of course, all of 
you remember Dutton’s description of allergic appendi- 
citis. 


KAPOSI’S VARICELLIFORM ERUPTION* 


CASE REPORT AND VIRUS STUDIES 


By Russet. J. BLATTNER, M.D. 
FLORENCE M. Heys, M.D. 
A. H. Conrap, Jr., M.D. 
and 
RicHarp §. Weiss, M.D. 
Saint Louis, Missouri 


Kaposi’s varicelliform eruption is a compara- 
tively rare exanthem occurring in patients with 
atopic eczema. The illness is characterized by 
high fever, by leukopenia and by the presence 
of umbilicated vesicles, some of which may 
become pustular. The disease is self-limited, 
and in general the prognosis is good. However, 
this is a grave systemic infection, and fatalities 
occur when acute encephalitis develops or in 
cases where superimposed bacterial infection 
of the skin is extensive. Bronchitis and broncho- 
pneumonia are not uncommon complications and 
may be serious. 


The condition was first described in detail 


*Read in Section on Dermatology and Syphilology, Southern 


Medical Association, Forty-First Annual Meeting, Baltimore, 
Maryland, November 24-26, 1947. 
*From the Laboratories of the St. Louis Children’s Hospital and 


from the Barnes Hospital and the Washington University 
Medicine, St. Louis. 


hool of 


q 
| 
4 
| 


814 


by Kaposi! in 1887, who considered it an alarm- 
ing complication of atopic eczema. The vesicles 
were described as lentil-sized, “filled with a 
clear serum, and the majority umbilicated.” 
Kaposi described the eruption as varicelliform, 
at the same time pointing out that eczema her- 
petiforme might be just as suitable a name. 
While nothing definite as to etiology was de- 
scribed, it was suggested that the “epidermis 
loosened by eczema” might be “suitable soil” 
for the frowth of a fungus or some other infec- 
tious agent. 


In 1898 Juliusberg? described a fatal case 
diagnosed as Kaposi’s varicelliform eruption. 
He noted the clinical similarity of the exanthem 
to variola and varicella but considered the dis- 
ease a pyoderma. For a number of years the 
cause of Kaposi’s varicelliform eruption was the 
subject of considerable discussion, a number of 
bacteria and the virus of vaccinia being impli- 
cated in various reports. Some authors expressed 
the opinion that clinically eczema vaccinatum, 
pustulosis varioliformis acuta and Kaposi’s 
varicelliform eruption could not be differen- 
tiated; others considered these conditions essen- 
tially identical.*-!? It is worthy of note that a 
number of workers persisted in associating the 
virus of vaccinia with the condition described 
by Kaposi despite the fact that this exanthem 
occurred in patients who had been vaccinated 
successfully against smallpox months or years 
previously, and that in some instances successful 
vaccination was possible after recovery from 
Kaposi’s varicelliform eruption. 


Regardless of the fact that in many instances 
bacteria were cultured from cutaneous lesions, 
the consensus favored virus etiology, and vari- 
ous attempts at isolation of an infectious agent 
were made.!3-!7 

Numerous investigators have published arti- 
cles regarding their work in the investigation of 
the etiological agent, but since time is limited 
We shall dispense with the discussion of their 
work. 


CASE REPORT 


R. P., a 21-year-old white man, had been treated 
for neurodermatitis for many years. As a child he had 
infantile eczema of the neurodermatitic type. He also 
gave a history of frequent sneezing and wheezing. Until 
this attack he had a mild residual dermatitis of the 
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popliteal and anticubital spaces and the sides of the 
neck. On March 22, 1946, a small lump appeared on 
the right side of the neck, which the patient thought 
was a furuncle. He gave this no special consideration 
until two days later when he had a severe chill and 
noted for the first time erythema of the face and chest. 
Shortly afterwards discrete nodules appeared in the 
erythematous areas. These soon became pustules and 
the process was accompanied by fever, prostration and 
local pain in the involved areas. 

On March 28, he was seen in his home at the request 
of his physician who had made a tentative diagnosis of 
variola. Examination revealed a well-developed, and 
well-nourished white man who was extremely ill and 
who presented an eruption on the face, neck, thorax, 
and arms. The lesions were discrete and confluent 
patches of erythema with many large pustules and 
scales. The primary lesions appeared to be vesicles. 
The scalp showed a mild involvement. There was 
edema of the entire involved area, most prominent on 
the lateral aspect of the neck. The lower trunk and 
the legs were practically free of lesions, although 8 or 
10 pustules were found in the popliteal area. The 
throat appeared to be clear but could not be visualized 
satisfactorily since the patient experienced severe pain 
when he attempted to open his mouth. The pain was 
due to skin involvement and not to any abnormality 
in the temporo-mandibular joints. The chest was clear 
to percussion and auscultation. The heart was of normal 
size and the rate was rapid. There was no irregularity 
of rhythm but there was a split first sound. The liver 
was palpated one finger breadth below the costal mar- 
gin, but was not tender. Cervical and axillary adenop- 
athy was present. Otherwise, the physical findings were 
essentially normal. The temperature which on admis- 
sion was 40.1° rose rapidly to 40.7° and remained 
elevated until the fourth hospital day when the first 
decline was noted. During this period the patient was 
extremely restless and at times was irrational. 

Laboratory reports on admission revealed leukopenia 
with a marked left shift in the Shilling hemogram, but 
on the eleventh hospital day the white count had risen 
to 11,900. The red count and hemoglobin were normal, 
and serological tests for syphilis were negative. Repeated 
urinalysis during his hospital stay showed a persistent 
trace of albumen and a few white cells per high power 
field; but on examination after discharge from the 
hospital this had cleared. 

Vesicular fluid withdrawn from cutaneous lesions 
within the first 24 hours after admission was cultured 
for bacteria and for virus. The presence of hemolytic 
Staphylococcus aureus and Streptococcus hemolyticus 
was revealed and an infectious agent was isolated which 
was identified as a strain of herpes simplex virus. 


In view of the secondary infection of the cutaneous 
lesions, penicillin was administered. Forty thousand 
units were given every three hours from March 31 to 
April 5, after which time the dose was decreased to 
20,000 units, and continued until April 8, the total dose 
being 2,280,000 units. Marked improvement in the pa- 
tient’s condition was noted on the eighth hospital day, 
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and the patient was discharged on the eighteenth hos- 
pital day. 
EXPERIMENTAL FINDINGS AND IDENTIFICATION 
OF VIRUS 


Fluid removed from cutaneous vesicles on the seventh 
day of the illness was cultured by routine bacterio- 
logical methods and by chorio-allantoic membrane inocu- 
ulation with pure cultures of Streptococcus hemolyticus 
and hemolytic Staphylococcus aureus resulting by both 
methods. At the same time another sample of vesicular 
fluid was treated with penicillin and was inoculated 
on the retracted chorio-allantois of the developing hen’s 
egg. The concentration of penicillin used was one thou- 
sand units per milliliter dissolved in broth. Within 4 
days, growth was apparent in the form of small pock- 
like lesions. There was no evidence of bacterial growth 
in these eggs. 

A single chorio-allantoic membrane showing good 
growth was passed in the following ways: 

(1) Further chorio-allantoic passage was done in order 

to establish the strain in eggs. 

(2) Passage to young, adult, white Swiss mice was 
established readily, with convulsions and death 
resulting within 4 to 6 days. Likewise, amniotic 
fluid from eggs inoculated with the primary vesic- 
ular fluid produced convulsions and death in mice 
within 5 to 7 days. 

(3) A portion of the chorio-allantois was triturated 
and the supernatant fluid was inoculated onto the 
scarified left cornea of a rabbit; the right cornea 
served as a control, being scarified and inoculated 
with sterile broth. On the third day the right 
cornea had cleared completely but the left cornea 
showed definite vesicular formation along the line 
of scarification. Passage in rabbits by corneal 
inoculation was accomplished readily. The same 
procedure was carried out using the penicillin 
treated vesicular fluid taken from the patient’s 
lesions. The results were identical with vesicles 
appearing on the third day. Transfer from rab- 
bit’s cornea to mice by intracerebral inoculation 
resulted in convulsions and death in 5 to 6 days. 

The two strains of virus thus isolated, one isolated 
primarily on the chorio-allantois of the developing hen’s 
egg and the other by means of the rabbit’s cornea, gave 
similar results in all studies. Both strains have been 
well established in mice. Intracerebral inoculation of 
the virus in mice produces convulsions and death in 
3 to 8 days in dilutions of 10-! through 10-5. Titration 
studies showed that on the average one-half of the mice 
will die in 10 days using dilution of 10-7. The infec- 
tious agent is filterable through a Berkefeld N filter. 
Rabbits inoculated by cornea in the usual manner were 
observed for signs of encephalitis. By the tenth to the 
eleventh day central nervous system signs were noted: 
hyperirritability, tremors, photophobia, movements of 
the eyes, circular movements of the body and con- 


vulsions. Death occurred between the twelfth and fif- 
teenth days. 


Microscopic section of brain tissue from mice develop- 
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ing convulsions following intercerebral inoculation re- 
vealed the presence of a diffuse encephalitic process. 
Acidophilic intranuclear inclusions characteristic of her- 
petic infection were seen. Likewise, lesions produced on 
the chorio-allantoic membrane were similar to those 
associated with herpes virus, the layers of the chorio- 
allantois showing microscopically the characteristic 
cellular proliferation and infiltration and acidophilic 
intracellular inclusion bodies. Microscopic section of 
lesions produced in the rabbit’s cornea revealed consid- 
erable epithelial cell proliferation in the cornea, and 
again intranuclear inclusion bodies were noted. Serum- 
virus neutralization tests in mice revealed that during 
the clinical course, the patient had developed an increas- 
ing titer of type-specific humoral antibodies against the 
virus isolated from his cutaneous lesions and also acanetd 
a known HF strain of herpes virus. 


SUMMARY 


A filterable infectious agent (N-Berkefeld) 
isolated from the cutaneous lesions of a 21-year- 
old white man showing a clinical picture typical 
of Kaposi’s varicelliform eruption, was identi- 
fied as a member of the herpes virus group. 
It is noteworthy that the virus was isolated not 
only by means of corneal inoculation in the 
rabbit but also by direct inoculation of the 
chorio-allantoic membrane. The latter finding 
would seem to exclude any possibility that a 
latent herpes virus might have been reactivated 
in the rabbit by experimental manipulation. 
Serum-virus neutralization tests in white Swiss 
mice revealed that the patient had developed 
an increasing titer of humoral antibody against 
the virus isolated from his skin lesions and 
also against a known strain of herpes simplex 
(HF). 


This patient was very ill with high fever, 
toxemia and prostration. The presence of Strep- 
tococcus hemolyticus and hemolytic Staphylo- 
coccus aureus in the vesicular fluid from cu- 
taneous lesions prompted penicillin therapy. The 
purpose of this therapy along with general sup- 
portive treatment was to prevent overwhelming 
secondary infection, and thus to keep the pa- 
tient alive until the natural body defenses pro- 
vided immune bodies against the virus. Thera- 
peutic results with moccasin venom and “bena- 
dryl,” as reported by Barker and Hallinger?’ 
were equivocal. 


The original isolation of herpes simplex virus 
from the cutaneous lesions of patients diagnosed 
as Kaposi’s vericelliform eruption accomplished 


| 
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by three independent groups of investigators in 
1943-1944 has been amply confirmed. 
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DISCUSSION (Abstract) 


Dr. Francis A. Ellis, Baltimore, Md.—There is a possi- 
bility that the pendulum may swing too far in consider- 
ing all these generalized eruptions as due to the her- 
petic virus. If a large group of patients had to be 
vaccinated, as occurred in Baltimore seven years ago, 
one would see a fair number of patients with eczema 
vaccinatum. These cases can be differentiated clinically, 
if they are observed early. They can also be differenti- 
ated by biopsy, because the inclusions bodies due to the 
herpetic virus are eosinophilic while in vaccinia they 
are basophilic. They are also different in morphology 
and location. The neutralization tests, chick embryo 
inoculations and Pauls test can be used in differential 
diagnosis. 

I should like to ask Dr. Conrad the question that 
I asked Dr. Scott, who spoke on virus disease here last 
week. Are the viruses in the generalized eruptions dis- 
seminated through the blood stream or externally. There 
has been some debate in the literature on this point. 
Dr. Scott said he thought vaccine virus was spread 
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through the blood stream, but he was not certain about 
herpetic virus. 


Dr. Ashton L. Welsh, Cincinnati, Ohio—We have had 
in Cincinnati in the last two years eight cases of 
Kaposi’s varicelliform eruption. Virus studies, of the 
type referred to by Dr. Conrad, were carried out and 
we proved the presence of herpes virus in all of 
them. Part of the cases are the subject of a report 
which should appear in one of the early issues of the 
Archives of Dermatology and Syphilology. 

There is no specific treatment for the virus infection. 
Supportive treatment plus treatment of the secondary 
infection constitutes our therapy. The sulfa drugs, peni- 
cillin and streptomycin have all been used and appear 
to control the secondary infection when given paren- 
terally and topically, but seem to do little else. Since 
normal adult blood contains some antibodies for the 
herpes virus we gave whole plasma, with the theory 
that we might ameliorate the virus infection in these 
patients. This was unsuccessful. We then gave immune 
globulin in large amounts, without benefit. 

Four of the eight patients were adults. All of the 
eight patients had atopic dermatitis. One of the adults 
died from herpes encephalitis. A patient apparently had 
a second episode thirty-three days after the first one. 
All had been exposed to someone who had a herpes 
simplex infection. 

There are several pitfalls in establishing the herpetic 
virus as an etiologic factor in these cases. 

It is important to obtain material for study from an 
early lesion. It has been proven by Goodpasture that 
the herpetic virus in older lesions is often neutralized 
and it is therefore difficult to get it from the older 
lesions. Material from secondarily infected lesions should 
be treated with penicillin before animal inoculations 
are done to avoid the bacterial infections in those ani- 
mals which would mask the virus infection. The fre- 
quent use of white mice as one of the animal agents 
for picking up the virus has its pitfalls, because certain 
strains of white mice are notably immune to the her- 
petic virus. The dilute brown agouti is much more 
susceptible, and in many instances will become infected 
with the virus when the white Swiss type of mouse will 
not do so. 

I believe all cases of Kaposi’s varicelliform eruption 
are due to the herpes virus and that they can be differ- 
entiated in the laboratory from cases of eczema vacci- 
natum. Since there is already confusion in terminology 
regarding these two virus infections, I feel that the 
name Kaposi’s vericelliform eruption should be preserved. 


Dr. Conrad (dosing).—I wish I could answer Dr. 
Ellis’ question as to the method of spread of the virus. 
My own opinion is that this is probably a distribution 
by fomites. I do not feel that it is carried by the blood 
stream, since if this were true the entire body should 
be involved. 
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ANTIRHEUMATOID HORMONES 


The most important endocrine event since 
thyroxin and insulin is the discovery that corti- 
sone, a product from the adrenal cortex, tempo- 
rarily relieves the pain of rheumatoid arthritis.! 
This material bids fair to be of wider clinical 
use than the thyroid or pancreatic secretions, 
depending upon the comparative incidence of 
cretinism, diabetes, and the rheumatoid syn- 
drome. All credit is due Dr. Edward C. Kendall, 
of the Mayo Clinic, for his scientific genius in 
synthesizing thyroxin and isolating cortisone, 
or compound E, from the adrenal cortex. Bant- 
ing has only insulin to his credit and for it 
deserves a high place in the Hall of Fame. Few 
men achieve two discoveries of such magnitude 
as those of Kendall. 


Cortisone has now been prepared from bile 
and bile acids, and the quantity available for 
study is increasing, though the price is still 
beyond the reach of the well-to-do. For the 
remainder of this year, the problem of distribu- 


1. Hench, P. S.; Kendall, E. C.; Slocumb, C. H.; and Polley, 
H. F.: The Effect of a Hormone of the Adrenal Cortex (17- 
hrdrony- -11-dehydroxy corticosterone; compound E) and of Pituit- 

Adrenocorticotropic Hormone on Rheumatoid Arthritis. Proc. 
Stati Meeting Mayo Clinic, 24:181 (April 13) 1949. 
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tion has been settled. The method of control 
has been widely publicized and is a splendid one. 
Penicillin research was controlled when this sub- 
stance was in scant supply, by a central com- 
mittee to direct the hormone to investigators 
best equipped to study it. At the head of the 
penicillin committee was Chester S. Keefer. 

For control of cortisone for the remainder of 
this year, the Research Corporation, a non-profit 
organization, requested the president of the Na- 
tional Academy of Sciences to appoint a similar 
committee, chairman of which is again Dr. 
Chester S. Keefer of Washington, D. C. He 
will allocate cortisone to institutions best capa- 
ble of controlling essential clinical studies.? There 
are two different internal secretions which were 
shown by the Mayo group to relieve the pain 
of rheumatoid arthritis. An adrenocorticotropic 
(adrenal cortex stimulating, ACTH) hormone of 
the anterior pituitary gland has been as effective 
as cortisone in alleviating symptoms of this dis- 
ease, and it too is being investigated as rapidly 
as it becomes available. ACTH causes enlarge- 
ment of the adrenal glands of normal laboratory 
animals and in human beings presumably stimu- 
lates the release of cortisone from the adrenal 
glands, cortisone being thought to be still the 
actual pain-relieving substance. 


The hormones of the anterior pituitary have 
the disadvantage that they are often antigenic. 
They stimulate the formation of antibodies and 
a subsequent sensitivity reaction. Following 
their repeated injection in animals, as Chase® 
and others have shown, antisera or antihormones 
are produced. ACTH antiserum, if injected into 
a normal animal, prevents the adrenal enlarge- 
ment which should follow ACTH treatment. 
This antigenic effect cannot but be an obstacle 
to therapy, if the hormone is to be used re- 
peatedly. 

As these hormones become easier to obtain, 
there will be a scramble to secure them by rich 
and poor alike. Many impoverished or middle 
class sufferers may expend most of their suste- 
nance for just a few days of freedom from pain. 
It is wise that extensive physiological studies 
are to be conducted this year, to discover possi- 


2. Committee of the National Academy of Sciences on the 
Investigation of Cortisone. Science: Aug. 5, 1949 
3. Chase, Jeanne H.: Serological Studies on Crystalline Adreno- 


trophic Hormone: The Production of Anti-Adrenocorticotrophin. 
Endocrinology, 45:96 (July) 1949. 
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ble harmful effects. American drug houses and 
business men have shown a remarkable energy 
and genius for producing essential medicaments 
at a steadily decreasing cost. The public can 
feel confident and grateful that these will be 
not too long withheld. 


Young physicians five years hence will accept 
these results of five thousand years of study as 
unquestioningly as the child or average adult 
now accepts the radio or television, considering 
it normal household furniture. To the older man 
who has observed rheumatic sufferers over some 
years and been unable to help them, pleasure in 
the employment of these new specific therapeutic 
agents will be particularly keen. 


SEROLOGIC AIDS FOR CANCER 
DIAGNOSIS 


The serum protein of cancer patients is usually 
low, and it has certain qualitative differences 
which are consistent in eighty to ninety per cent 
of cases.! Proteins of malignant serum do not 
coagulate on heating so promptly as those of 
non-malignant serum, as was shown by Huggins! 
and associates in Chicago, and there are other 
rather characteristic differences. 


Differences have been reported also in the 
enzymes of serum during active progress of 
malignancy. The malignant sera contains some- 
thing which inhibits the activity of renin and 
chymotrypsin in precipitating milk protein, ac- 
cording to West and Hilliard.? This is another 
of the biochemical reactions which in the com- 
plexity of their conception resemble the comple- 
ment fixation reaction long employed as the 
Wassermann test. 


Rennin is the stomach enzyme for curdling 
milk; chymotrypsin is the duodenal enzyme with 
the same function. Both enzymes act quickly to 
precipitate milk in vitro. Both reactions are in- 
hibited by addition of small quantities of serum 
of patients with malignant disease. The reaction 
seems to be positive in more than eighty per 
cent of cases of malignant disease: that is, small 
quantities of serum of persons with active cancer 


1. Huggins, Charles; Miller, G. M.; 
Coagulation of Serum Proteins. II. 
Cancer and the Iodoacetate Index. 
(March) 1949, 


2. West, P. M.; and Hilliard, J.: Proteolytic Enzyme Inhibitors 
of Human Serum in Health and Disease. Proc. Soc. Exper. Biol. 
and Med., 71:169 (June) 1949. 


and Jensen, E.: Thermal 
Deficient Coagulation in 
Cancer Research, 9:177 
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markedly delayed the milk precipitating effect. 
Pregnancy sera had frequently the same enzyme 
inhibiting activity. The reaction was therefore 
not a specific blood test for cancer, but capable 
of giving worthwhile information. 

The rennin and chymotrypsin inhibitors have 
been considerably studied. They may rise in the 
serum in hemorrhage, shock, allergy, hyperten- 
sion, and other disturbances as well as during 
the active phase of cancer growth. It is suggested 
that in most of the conditions in which they are 
elevated, there is an increased excretion of 
adrenal cortical steroids. 


Such examinations of serum routinely applied 
to groups of persons by a properly managed 
technic should provide help as a screening 
method in the search for early cancer, and in 
following the results of therapy. Their meaning 
in the over-all pathology of cancer is of much 
interest. 


THE WORLD MEDICAL ASSOCIATION 


The World Medical Association was organized 
in Paris in September, 1947. Its unit of mem- 
bership is the national medical association most 
representative of the particular country. At the 
present time forty countries are members. 


The Association’s aims are to effect a better 
liaison among the doctors and medical associa- 
tions of the world; to present medical opinions 
before various international bodies such as the 
World Health Organization and UNESCO; to 
raise the standards of health; and to promote 
better international relations. 

At the present time the Association is particu- 
larly interested in raising the standards of medi- 
cal education and medical care throughout the 
world. 

Preliminary studies have been completed on 
medical education in 26 countries; on cult prac- 
tice in 24 countries; on medical advertising in 
23 countries; and on the status of the medical 
profession in 23 countries. 


The Association has also adopted a vow, 
known as the Declaration of Geneva, which. it 
urges all medical associations and licensing bodies 
to adopt as a prerequisite to membership or 
licensure. The adoption of this vow was the 
result of a study of German war crimes. 
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An International Code of Medical Ethics has 
also been adopted and referred for approval to 
all national medical associations. 

Twelve principles have been adopted, which 
should be adhered to, wherever medical care 
forms a part of social security. 

Studies of post graduate medical education 
and social security are under way. 

Already the Association has accomplished a 
great deal in a material way and in generating 
mutual respect and understanding among the 
physicians of the world. 


In order to give adequate support to the organ- 
ization, a United States Committee has been 
organized as a non-profit organization. Mem- 
bership in this Committee is open to any indi- 
vidual or organization in the United States. 

The World Medical Association and the United 
States Committee have been approved by the 
House of Delegates of the American Medical 
Association. The Southern Medical Association 
is an organizational member of the United States 
Committee. 

To raise the standards in medical education, 
medical care and public health throughout the 
world and to aid in improving international rela- 
tions are objectives with which anyone may be 
proud to be associated. 


Headquarters of the Association and the Com- 
mittee are situated at the New York Academy 
of Medicine, 2 East 103rd Street, New York 29, 
New York. 


TWENTY-FIVE YEARS AGO 
FROM JOURNALS OF 1924 


Description of Hyperinsulinism.1 — Diabetes * * * is 
essentially a condition due to a deficient secretion of 
insulin by the islands of Langerhans * * * should be 
called hypo-insulinism. * * * It seems probable that 
there are other dysfunctions of the islands of Langer- 
hans, and that an excessive formation of insulin may 
occur. * * * Hyperinsulinism should produce * * * 
a reduction in blood sugar which, when below * * * 
about 0.070, brings on characteristic symptoms now 
known as the insulin reaction. It also seems probable 
that a deficiency of the secretion of insulin may follow 
prolonged excessive work of the islands of Langerhans, 
just as in other glands or organs, hypertrophy and 
hyperactivity may be followed by degeneration, atrophy 


s, Seale: Hyperinsulinism and Dysinsulinism. J.A.M.A., 


83: 6) 1924. 
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and loss of function. * * * When I saw the insulin 
reaction in diabetic patients, I realized that I had seen 
many nondiabetic patients who had complained of the 
same symptoms. * * * Dr. Banting * * * said that 
they had done nothing on that line * * * and we have 
not been able to find any reference to hyperinsulinism 
in any medical publication. * * * Blood sugar determi- 
nations were made in 253 patients, 92 of whom were 
diabetic * * * of the 169 cases, twelve patients had 
blood sugar readings below 0.070 * * * and had symp- 
toms that could result from hypoglycemia. * * * We 
chanced to have four patients who were literally starv- 
ing to death. * * * The blood sugar readings on these 
patients were 0.090, 0.0840, 0.090 * * * and 0.079. 
* * * In cases of starvation the amount of sugar in 
the blood is kept within the normal range. * * * Hyper- 
insulinism is a condition, perhaps a disease entity, with 
definite symptoms. 


Prescribing in the Volstead Era.2— During the last 
thirty years, medicine has entered on a period of un- 
precedented growth. * * * The discovery of specific 
serums for the treatment of diphtheria, tetanus, and 
meningitis; the discovery of specific chemical remedies 
for syphilis and trypanosomiasis, the successful protec- 
tion against typhoid by inoculation, and the beneficial 
action of vaccines in increasing immunity to certain 
infections. * * * More recently the interest in endocrine 
therapy has been stimulated by the brilliant results of 
thyroid medication in hypothyroidism; by preventive 
treatment of adolescent goiter with iodine, and by the 
isolation of thyroxin and insulin. * * * Is it surprising 
that there should be a horde of therapeutic promoters 
and speculators? The drug houses are furnishing capital 
for these wild cat enterprises. * * * The administration 
of drugs, serums, and vaccines by the intravenous route 
has become a vogue. * * * Vaccine therapy has been 
over-exploited. * * * Polyglandular therapy is now 
taking the place of the old shotgun prescription. 

One of the most flagrant instances of irrational therapy 
is the abuse of the physician’s license to prescribe alco- 
hol. It is well known that most of the liquor dispensed 
on physicians’ prescriptions is not intended for the treat- 
ment of the sick. * * * Selling one’s prescription blanks 
to the druggist is worse than fee splitting. 


Period Diseases.3—Where a hundred years ago, intem- 
perance was the Englishman’s besetting fault, gross 
and widespread drunkenness has almost disappeared. 
* * * Fifty years ago a commercial firm was able to 
announce itself as bug destroyer “for the upper classes 
only,” without there being any obvious absurdity in the 
existence of enough bodily parasites in such circles to 
make good business. * * * Twenty-five years ago the 
tight clothing and trailing skirts of women * * * pro- 
duced an anemia so common as to constitute a consid- 
erable part of outpatient material at our hospitals. 


But sound practice lags behind the ascertaining of 


2. Capps, Joseph A.: 
peutics. J.A.M.A., 83:1, 


3. Editorial. 
1924, 


Irrational Tendencies in Modern Thera- 
1924. 


Education in Health. Lancet, p. 663 (Sept. 27) 


* 
} 
« 


820 


truth. * * * Mental hygiene * * * is as yet almost un- 
touched. * * * The child can be given information re- 
specting the theory of hygiene or * * * he may be 
taught by practice to form certain habits * * * the 
Education Authority * * * issues to the children filthy 
and dilapidated books. * * * The gloom and grime of 
many elementary schools * * * and the condition of 
their lavatory accommodations are such as to set a low 
standard of cleanliness in the minds of many school 
children. * * * It was only in 1907 that the system of 
medical inspection and treatment of school children was 
established by Act of Parliament. * * * Today * * * 
the school is the acknowledged center for the control 
and prevention of disease. * * * Health methods will 
not be accepted by the people of this country if they 
are foisted upon them against their wills. 


Training of the Pathologist.*—During the war * * * 
even in the highly organized German medical service the 
existence of ersatz bacteriologists, surgeons, and so forth 
was openly recognized. * * * The impetus given to 
laboratory medicine, as Dr. Kenneth Lynch, of Dallas, 
Texas, has recently pointed out [J.A.M.A. July 12] has 
produced a demand for clinical pathologists out of all 
proportion to the supply of people adequately prepared 
to do the work. * * * Dr. Lynch sent a questionnaire 
to a number of leading pathologists in all parts of 
America. The answers received were practically unan- 
imous in demanding a much more stringent standard 
and a much more arduous training. * * * The prizes 
in pathologic histology are few and meagre * * * the 
best men are rarely attracted to it. * * * The remedy 
rests with the medical profession. * * * If first class 
diagnosis is demanded, it will be forthcoming. The ques- 
tion is essentially an economic one. 


4. Editorial. The Tissue Pathologist. Lancet, p. 500 (Sept. 6) 
1949. 


Book Reviews 


The Acute Bacterial Diseases. Their Diagnosis and Treat- 
ment. By Harry F. Dowling, M.D., F.A.C.P., Clinical 
Professor of Medicine, George Washington University. 
With the collaboration of Lewis K. Sweet, M.D., 
Chief Medical Officer in Pediatrics and Infectious 
Diseases, Gallinger Municipal Hospital; and Harold 
L. Hirsh, M.D., Assistant Professor of Medicine, 
Georgetown University. 465 pages with 55 figures. 
Philadelphia and London: W. B. Saunders Company, 
1948. Price $6.50. 

This text deals with the diagnosis of common acute 
bacterial infections and the newer methods of treatment, 
current at the time the book was published. The section 
on diagnosis is well written, informative and full of 
useful diagnostic aids. This section has numerous tables 
designed to facilitate the differential diagnosis of certain 
infectious diseases. Most of these tables are rather help- 
ful. A few are cumbersome and difficult to comprehend. 
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However, this is a common failing when over-simplifi- 
cation of diagnostic methods is attempted. For the 
student and general practitioner these tables will, never- 
theless, be quite useful, if they do not encourage omission 
of preparatory study of the various subjects before 
reliance on the tables becomes a habit. There are 
numerous color plates in the text, which are beautiful 
demonstrations of the dermatological manifestation of 
some of the acute infections which have exanthemata as 
part of their clinical picture. The section on treatment 
is very good, as regards the discussion of the sulfonamides 
and penicillin. Although the reviewer disagrees with the 
author on some of the dosage schedules advocated when 
these two drugs are used, this is a minor consideration. 
The discussion of streptomycin is not quite so complete 
as the corresponding sections on the sulfonamides and 
penicillin. The rapid advances in treatment with the 
advent of new antibiotics will necessitate the early 
revision of the section on treatment if this book is to 
occupy a current position of importance in the diagnosis 
and treatment of acute infectious diseases. In general, 
the book is recommended as an excellent and rather 
detailed guide for the diagnosis of acute infectious dis- 
eases, and also for general symptomatic and supportive 
treatment in these instances. 


Cancer of the Esophagus and Gastric Cardia. Edited by 
George T. Pack, B.S., M.D., New York, Clinical Pro- 
fessor of Surgery, New York Medical College; Attend- 
ing Surgeon, the Memorial Hospital for Cancer and 
Allied Diseases. 192 pages, with illustrations. St. Louis: 
The C. V. Mosby Company, 1949. Price $5.00. 

In this series of articles by outstanding American 
surgeons, each portion of the esophagus is considered 
separately and the diagnosis and various types of treat- 
ment are well described and outlined. The book will 
be valuable to anyone who does gastric surgery since 
it discusses total gastrectomy at length. 

It covers a relatively new phase of surgery not 
included in the older textbooks. 


A Textbook of Gynaecological Surgery. By Victor Bon- 
ney, M.S., M.D., B.Sc. Lond., F.R.C.S. Eng., Hon. 
F.R.A.C.S., Hon. F.R.C.0.G., M.R.C.P. Lond., Con- 
sulting Gynaecological and Obstetric Surgeon to the 
Middlesex Hospital. Fifth Edition. 928 pages, with 590 
original drawings and 17 color plates. New York: 
Paul B. Hoeber, Inc., 1948. Price $15.00. 

At a time of enthusiasm for and criticism of the 
surgical treatment of carcinoma of the cervix, this book 
presents the unique experiences of Victor Bonney and 
the late Sir Comyns Berkeley in the use of the Wertheim 
operation. These men have accumulated a large number 
of cases with accurate evaluation of their results. 

The Wertheim operation is described in detail, which 
in itself would make the book worthwhile. The two 
factors of local invasion and metastatic transplant are 
explained with regard to the rationale of the operation. 
About ten per cent of the five-year cures have had recur- 
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rences between the fifth and tenth year. The over-all 
cure rate for five hundred cases was 40 per cent, cor- 
rected to 43. The selection of cases includes such fac- 
tors as: 


(1) Partial fixity of the uterus is not a contraindica- 
tion so long as it can be pushed up. 

(2) Considerable extension in the lateral and posterior 
vaginal wall is compatible with successful removal under 
certain conditions. 

(3) Extension to the bladder wall is a serious setback. 

Many types of abdominal, vaginal, and cervical oper- 
ations are described, including McIndoe’s and Baldwin’s 
operation for absence of the vagina. Many of the 
technics are rarely if ever seen or used. The younger 
gynecologist probably has never seen some of these, 
including ventrofixation, vaginal cesarean section, and 
utriculoplasty, which Bonney admits is used only in 
exceptional cases. Whether used or not by American 
gynecologists, the compiled operations are of historic 
and thought-producing value. 

It is refreshing to read that Dr. Bonney feels that 
subtotal hysterectomy is generally more acceptable and 
total hysterectomy should be reserved for selected cases. 

The style of the writing and Bonney’s general advice 
to the surgeon add to the worth of a text useful to any 
library. 


Lung Dust Lesions versus Tuberculosis. By Lewis Greg- 
ory Cole, M.D., F.A.C.R. 474 pages, illustrated. White 
Plains, New York: American Medical Films, Inc., 1948. 
Price $3.50. 


This author has given many years of his life to this 
interesting study. His inquisitiveness, observations, 
controversies and zeal plus what he has been able to 
accomplish independently are inspiring. 

The numerous and excellent reproductions of tissue 
studies and chest films will provide opportunity to see 
excellent films of silicosis. Clinically the material is of 
little help for an over-all understanding of the disease, 
but the objective was not aimed in that direction. 

Dr. Cole includes personal communications which are 
of historical interest. However, he frequently indulges 
in figures of speech, which tend to detract from the 
scientific context, for example: “This phagocyte reminds 
one of Santa Claus dragging his pack behind him.” 

The final chapters are devoted to radiophysics and 
details of equipment which he has used in his studies. 


Clinical Allergy. By Louis Tuft, M.D., Assistant Pro- 
fessor of Medicine, Temple University School of Medi- 
cine, and Chief of Clinic of Allergy and Applied 
Immunology, Temple University Hospital, Philadelphia, 
Pennsylvania. Second Edition. 690 pages with 54 
illustrations and 3 color plates. Philadelphia: Lea and 
Febiger, 1949. Price $12.00. 

This is the first revision of Dr. Tuft’s interesting and 
valuable book since the original came out in 1937. Com- 
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parison of the present volume with the original shows 
extensive rewriting and rearranging, with removal of 
some older material and addition of new, such as a short 
chapter on the antihistamine drugs. 


Many workers are mentioned by name in the context 
of the book but there are no lists of references except 
that at the end of the book is a list of twenty-one books 
by other authors, for reference. 


The author’s avowed purpose is to furnish a reference 
work on allergy for the general practitioner but with 
an eye to the student and practicing allergist as well. 
In this he seems to have succeeded well. The book is well 
written and interestingly presented and will make a 
valuable addition to the library of any physician who 
will make use of it. 


Essentials of Pathology. By Lawrence W. Smith, M.D., 
F.C.A.P., formerly Professor of Pathology, Temple 
University School of Medicine; and Edwin S. Gault, 
M.D., F.C.A.P., Associate Professor of Pathology and 
Bacteriology, Temple University School of Medicine. 
With a foreword by the late James Ewing, M.D., 
Memorial Hospital, New York City. Third Edition. 
764 pages, illustrated. Philadelphia and Toronto: The 
Blakiston Company, 1948. Price $12.00. 

The book is unusual in that much of the material is 
illustrated by cases: the clinical history, the gross find- 
ings at autopsy and the microscopic features of the tis- 
sues. Illustrations are plentiful and of high caliber. 


Case presentation as a teaching method has much to 
recommend it. The features of disease are taken out of 
and placed into the abstract context. This is of value 
in maintaining the student’s interest. On the other hand, 
the danger exists that the student will be introduced to 
clinical disease in a superficial fashion, the clinical fea- 
tures being introduced as a lure rather than correlated 
with the pathology. In the present book no “follow-up” 
is given on a case of fibrosarcoma of the thigh, for 
example. In the case discussions generally no relation- 
ship of symptoms to pathology is attempted. It is not 
impossible for the student to make these necessary 
associations of symptoms and lesions for himself. They 
may not be as well made by the student as by a trained 
pathologist. 

The book is a little long for the beginner in pathology 
or for the doctor wishing to review the subject. Drs. 
Smith and Gault have made an excellent attempt at a 
new teaching method in pathology. 


Pathology. Edited by W. A. D. Anderson, M.A., M.D., 
F.A.C.P., Professor of Pathology and Bacteriology, 
Marquette University School of Medicine, Milwaukee, 
Wisconsin. 1,453 pages with 1,183 illustrations and 
10 color plates. St. Louis: The C. V. Mosby Com- 
pany, 1948. Price $15.00. 

This book is an innovation in American textbooks of 
pathology. It represents the collaborative effort of 
thirty-two scientists. The size recommends it as a refer- 
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ence rather than a working text or manual. The subject 
material is well handled by those working in special 
fields. 

If any complaint can be raised, it concerns the illustra- 
tions. These do not reach the standard set in other 
American publications and certainly do not touch some 
of the continental treatises. Quantity does not quite 
make up for lack of quality but they are numerous and 
serve their purpose in many instances. 

It is difficult to select any one section of the book as 
the best. If this were done, the articles by Dr. Gran- 
ville Bennett on the bones and on the joints would be 
chosen. These are superb discussions of neglected fields. 
All of the sections are of high standard and Dr. Anderson 
is to be congratulated on the selection of collaborators. 
The bringing of this work to completion must have 
been another considerable task. 

The volume brings up to date knowledge of many 
fields of pathology. 


Introduction to Human Anatomy. By Carl C. Francis, 
A.B., M.D., Assistant Professor of Anatomy, Depart- 
ment of Anatomy, Western Reserve University, Cleve- 
land, Ohio. 470 pages, with illustrations, and color 
plates. St. Louis: The C. V. Mosby Company, 1949. 
Price $5.50. 

Introduction to Human Anatomy is rather well writ- 
ten in an easy, readable style and exceptionally well 
illustrated for a text of this type (313 text illustra- 
tions and 35 color plates). However, it is difficult 
to determine for whom it was written. In the main 
too superficial for the professional student, it is also 
too detailed for the layman or pre-professional. Parts 
of it presuppose an extensive prior knowledge, yet 
other sections seem to have been written for a reader 
lacking even elementary biological training. It is a com- 
plete text of human anatomy in scope, running in treat- 
ment from the finely detailed almost to the popular. 
It contains no bibliography. 


After reading the preface, “This textbook is an attempt 
to present in the smallest possible compass the essential 
facts of human anatomy. Stress has been laid on the 
function of each part and on the integration of each 
tissue and organ of the body,” one is somewhat sur- 
prised to find a rather complete, twenty-page account 
of the lymphatic system following a scant seventeen 
pages on the arterial system; an intimate treatment of 
the intrinsic musculature of the pharynx and larynx, 
against a section on general musculature in which no 
mention is made of the blood supply of any muscle; 
and, complete absence of any organized account of 
coelomic cavities, mesenteries, gut rotation or fascial 
planes and compartments, although, “Certain of these 
bands of deep fascia . . . are among the most important 
supporting structures of the body.” 


The sequence of treatment employed is in part difficult 
to understand. For example, the venous system is con- 
sidered in the following order: superficial veins, azygos 
veins, venous sinuses within the cranium, portal vein, 
and vertebral venous system. Also, after an introductory 
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chapter, surface anatomy is taken up in Chapter II. 
The integumentary system is deferred to Chapter XV, 
there being XVII chapters in the book. 

The author’s aim, “. .. to present in the smallest 
possible compass the essential facts of human anatomy,” 
has been achieved insofar as spatial relationship is con- 
cerned but there will no doubt be some differences of 
opinion regarding the selection and arrangement of 
“essential facts.” 


Education Through Physical Activities. Physical Edu- 
cation and Recreation for Elementary Grades. By 
Pattric Ruth O’Keefe, Ph.D., Director of Health and 
Physical Education, Kansas City, Missouri, Public 
Schools; and Helen Fahey, A.M., Supervisor of Health 
and Physical Education, Kansas City, Missouri, Pub- 
lic Schools. 309 pages, illustrated. St. Louis: The 
C. V. Mosby Company, 1949. Price $4.00. 

The authors discuss the characteristics of elementary 
school children and how physical activities may be used 
to further the full development of the mind, spirit and 
social adjustment as well as the body. 

The excellent selection of activities covers a wide range. 
A few may require specially good leadership or added 
rules to make them satisfactory. 

There was no mention of individual health, accident, 
special needs, and training records. Teachers should be 
encouraged to keep, and pass upon, such records, espe- 
cially the needs and methods used to meet them. Cer- 
tain children are prone to have accidents; and by records 
and close observation of individuals, the cause may be 
determined and corrected. 

Fundamental principles underlying all well directed 
physical activities are well presented by the authors. 
Among these is the emotional response to success. The 
psychological lift gotten from being good at something 
might be obtained by a child’s changing groups or 
activities. The authors have allowed for this in their 
consideration of individual variations from the usual 
expectations set up by age groups. Good direction and 
carefully chosen activities can do much to develop every 
phase of the personality. 


The Case Against Socialized Medicine. A Constructive 
Analysis of the Attempt to Collectivize American 
Medicine. By Lawrence Sullivan. 53 pages. Washing- 
ton, D. C.: The Statesman Press, 1948. Price $1.50. 
This brief polemic presenting the case against social- 

ized medicine contains much information that will be of 
interest and use to those physicians and laymen who 
oppose the move toward socialization. The discussion is 
concerned primarily with the political origin and impli- 
cations of the movement. The chapter, “When Bureau- 
crats Take Over,” is particularly telling. Admitting, 
however, the validity of the points presented, the re- 
viewer has some doubt as to whether this is the best 
method of attack against a movement which seeks to 
destroy a way of life which has been fruitful. 
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OFFICERS 


The following is a complete roster of the officers of 
the Southern Medical Association for 1948-1949, and of 
an association meeting conjointly with the Southern 
Medical Association: 


President—Dr. Oscar B. Hunter, Washington, D. C. 
President-Elect—Dr. Hamilton W. McKay, Charlotte, N. C. 
First Vice-President—Dr. Curtice Rosser, Dallas, Tex. 
Second Vice-President—Dr. Donald W. Smith, Miami, Fla. 


Secretary-Manager (Secretary, Treasurer and General Manager)— 
Mr. C. P. Loranz, Birmingham, Ala. 


Editor of Journal—Dr. M. Y. Dabney, Birmingham, Ala. 


Associate Editor of Journal—Mrs. Eugenia B. Dabney, Birming- 
ham, Ala. 


Councilors—Dr. Arnold McNitt, Chairman, Washington, D. C.; 
Dr. Wilbur M. Salter, Anniston, Ala.; Dr. Oliver C. Melson, 
Little Rock, Ark.; Dr. William C. Thomas, Gainesville, Fla.; 
Dr. W. A. Selman, Atlanta, Ga.; Dr. Clifford N. Heisel, 
Covington, Ky.; Dr. Edwin H. Lawson, New Orleans, La.; 
Dr. F. A. Holden, Baltimore, Md.; Dr. G. Lamar Arrington, 
Meridian, Miss.; Dr. Daniel L. Sexton, St. Louis, Mo.; Dr. 
Arthur H. London, Jr., Durham, N. C.; Dr. Fred E. Wood- 
son, Tulsa, Okla.; Dr. W. L. Pressly, Due West, S. C.; Dr. 
R. L. Sanders, Memphis, Tenn.; Dr. Walter G. Stuck, San 
Antonio, Tex.; Dr. T. Dewey Davis, Richmond, Va.; Dr. 
Andrew E. Amick, Lewisburg, W. Va. Executive Committee 
of Council—Dr. Arnold McNitt, Chairman; Dr. W. L. Pressly, 
and Dr. F. A. Holden. Councilors-Elect—Dr. Lowry H. Mc- 
Daniel, Tyronza, Ark.; Dr. Helen Gladys Kain, Washington, 
D. C.; Dr. Olin S. Cofer, Atlanta, Ga. 


Board of Trustees (All are Past Presidents)—Dr. Harvey F. Gar- 
rison, Chairman, Jackson, Miss.; Dr. James A. Ryan, Coving- 
ton, Ky.; Dr. E. Vernon Mastin, St. Louis, Mo.; Dr. M. Y. 
Dabney, Birmingham, Ala.; Dr. E. L. Henderson, Louisville, 
Ky.; Dr. Lucien A. LeDoux, New Orleans, La. 


Section on General Practice—Dr. Steve P. Kenyon, Chairman, 
Dawson, Ga.; Dr. David G. Miller, Jr., Vice-Chairman, Mor- 
gantown, Ky.; Dr. W. H. Anderson, Secretary, Booneville, Miss. 


Section on Medicine—Dr. E. Sterling Nichol, Chairman, Miami, 
Fla.; Dr. J. Murray Kinsman, Vice-Chairman, Louisville, Ky.; 
Dr. Harold M. Horack, Secretary, New Orleans, La. 


Section on Gastroenterology—Dr. Gordon McHardy, Chairman, 
New Orleans, La.; Dr. Bruce D. Kenamore, Vice-Chairman, 
St. Louis, Mo.; Dr. Donald F. Marion, Secretary, Miami, Fla. 


Section on Neurology and Psychiatry—Dr. James L. Anderson, 
Chairman, Miami, Fla.; Dr. Sullivan G. Bedell, Secretary, 
Jacksonville, Fla. 


Section on Pediatrics—Dr. Samuel F. Ravenel, Chairman, Greens- 
boro, N. C.; Dr. William L. Funkhouser, Vice-Chairman, 
Atlanta, Ga.; Dr. James G. Hughes, Secretary, Memphis, Tenn. 


Section on Pathology—Dr. Russell L. Holman, Chairman, New 
Orleans, La.; Dr. H. R. Pratt-Thomas, Vice-Chairman, Charles- 
ton, S. C.; Dr. Cyrus C. Erickson, Secretary, Durham, N. C. 


Section on Radiology—Dr. Wendell G. Scott, Chairman, St. Louis, 
Mo.; Dr. Robert C. Pendergrass, Vice-Chairman, Americus, Ga.; 
Dr. Gerard Raap, Secretary, Miami, Fla. 


Section on Dermatology and Syphilology—Dr. Richard W. Fowlkes, 
Chairman, Richmond, Va.; Dr. William L. Dobes, Vice-Chair- 


=. Atlanta, Ga.; Dr. D. Truett Gandy, Secretary, Houston, 
exas. 


Section on Allergy—Dr. W. Ambrose McGee, Chairman, Rich- 
mond, Va.; Dr. Mason I. Lowance, Vice-Chairman, Atlanta, 
a.; Dr. Vincent J. Derbes, Secretary, New Orleans, La. 
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Section on Physical Medicine—Dr. George D. Wilson, Chairman, 
Asheville, N. C.; Dr. Walter J. Lee, Vice-Chairman, Richmond, 
Va.; Dr. E. M. Smith (Col., M.C., U.S.A.), Secretary, Wash- 
ington, D. C. 


Section on Industrial Medicine and Surgery—Dr. Carl A. Nau, 
Chairman, Galveston, Tex.; Dr. Gradie R. Rowntree, Vice- 
Chairman, Louisville, Ky.; Dr.. J. J. Brandabur, Secretary, 
Huntington, W. Va. 


Section on Surgery—Dr. Joseph S. Stewart, Chairman, Miami, 
Fla.; Dr. David Henry Poer, Vice-Chairman, Atlanta, Ga.; 
Dr. James M. Mason, III, Secretary, Birmingham, Ala. 


Section on Orthopedic and Traumatic Surgery—Dr. William M. 
Roberts, Chairman, Gastonia, N. C.; Dr. C. E. Irwin, Vice- 
Chairman, Warm Springs, Ga.; Dr. Rufus H. Alldredge, Sec- 
retary, New Orleans, La. 


Section on Gynecology—Dr. Charles J. Collins, Chairman, Or- 
landd, Fla.; Dr. Walter L. Thomas, Vice-Chairman, Durham, 
N. C.; Dr. Curtis J. Lund, Secretary, New Orleans, La. 


Section on Obstetrics—Dr. Woodard D. Beacham, Chairman, New 
Orleans, La.; Dr. Williamson Z. Bradford, Vice-Chairman, 
pee N. C.; Dr. Hugh G. Hamilton, Secretary, Kansas 

ity, Mo. 


Section on Urology—Dr. James L. Estes, Chairman, Tampa, Fla.; 
Dr. M. K. Bailey, Vice-Chairman, Atlanta, Ga.; Dr. Robert 
F. Sharp, Secretary, New Orleans, La. 


Section on Proctology—Dr. Hoyt R. Allen, Chairman, Little Rock, 
Ark.; Dr. Ronald F. Elkins, Vice-Chairman, Springfield, Mo.; 
Dr. Rufus C. Alley, Secretary, Lexington, Ky. 


Section on Ophthalmology and Otolaryngology — Dr. Murdock 
Equen, Chairman, Atlanta, Ga.; Dr. Alston Callahan, Chair- 
man-Elect, Birmingham, Ala.; Dr. Bascom H. Palmer, Vice- 
Chairman, Miami, Fla.; Dr. Edley H. Jones, Secretary, Vicks- 
burg, Miss. 


Section on Anesthesiology—Dr. Robert A. Miller, Chairman, San 
Antonio, Tex.; Dr. Ralph S. Sappenfield, Vice-Chairman, Miami, 
Fla.; Dr. David A. Davis, Secretary, New Orleans, La. 


Section on Medical Education and Hospital Training—Dr. Vernon 
W. Lippard, Chairman, Charlottesville, Va.; Dr. Joseph E. Mar- 
kee, Vice-Chairman, Durham, N. C.; Dr. Trawick H. Stubbs, 
Secretary, Columbia, Mo. 


Section on Public Health—Dr. George A. Dame, Chairman, Fer- 
nandina, Fla.; Dr. Thomas F. Sellers, Vice-Chairman, Atlanta, 
Ga.; Dr. Waldo L. Treuting, Secretary, New Orleans, La. 


Women Physicians of Southern Medical Association—Dr. Helen 
Gladys Kain, Chairman, Washington, D. C.; Dr. Hilla Sheriff, 
Vice-Chairman, Columbia, S. C. 


American College of Chest Physicians, Southern Chapter (meet- 
ing conjointly with Southern Medical Association)—Dr. Dean 
B. Cole, President, Richmond, Va.; Dr. David H. Waterman, 
First Vice-President, Knoxville, Tenn.; Dr. M. Jay Flipse, 
Second Vice-President and Chairman of Program Committee, 
Miami, Fla.; and Dr. Hollis E. Johnson, Secretary-Treasurer, 
Nashville, Tenn. 


Southeastern Section, College of Pathologists (meeting conjointly 
with Southern Medical Association)—Dr. Wiley D. Forbus, 
Chairman, Durham, 


Woman’s Auxiliary to Southern Medical Association—Mrs. Joseph 
W. Kelso, President, Oklahoma City, Okla.; Mrs. R. C. 
Haynes, President-Elect, Marshall, Mo.; Mrs. R. F. Stover, 
First Vice-President, Miami, Fla.; Mrs. U. G. McClure, Sec- 
ond Vice-President, Charleston, W. Va.; Mrs. David F. Adcock, 
Recording Secretary, Columbia, S. C.; Mrs. Neil W. Wood- 
ward, Corresponding Secretary, Oklahoma City, Okla.; Mrs. 
Stanley A. Hill, Treasurer, Corinth, Miss.; Mrs. Olin S. Cofer, 
Parliamentarian, Atlanta, Ga.; Mrs. L. S. Thompson, Historian, 
Dallas, Tex. 
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ALABAMA 


The Jefferson County, Alabama, Public Health Center, Bir- 
mingham, recently completed, is the first large public health 
building in the country to be partially financed under the 
Federal Hill-Burton Hospital Construction Act. It is a seven- 
story structure, built on a 32,865 square-foot plot which cost 
$50,000. It cost $1,168,974.00, is free of indebtedness u 
Federal grant of $312,214.00, and is the finest and most modern 
in the country. Dr. George A. Denison is Health Officer for 
Birmingham and Jefferson County, and Dr. A. A. Walker, 
Birmingham, is Chairman, Jefferson County Board of Health. 

Dr. Edgar M. Scott, Jr., Birmingham, has been elected Second 
Vice-President, International Academy of Proctology, the election 
taking place at the first business meeting and scientific session 
of the newly organized Academy in Atlantic City in June; he 
is also a member of the Board of Trustees. 

University of Alabama College of Medicine, University, has a 
Traveling Seminar, a classroom on wheels for practicing physicians, 
the program in the hands of the Seminar Committee, being com- 
posed of Dr. Robert F. Guthrie, Dr. Roy R. Kracke, Dean of 
the School, Dr. Ray O. Noojin, and Dr. Roger D. Baker. The 
purpose is to keep the general practitioner _ A of medical 
progress. Funds for incidental expenses incurred by the lecturers 
are provided by the Alabama State Medical Association. 


DEaTHs 


Dr. Daniel C. Donald, Jr., Birmingham, was killed July 27, 
when his private plane cr: 

Dr. an Leland, Birmingham, aged 67, died July 24. 

Dr. William Wallace Duncan, Aliceville, ‘died recently. 


ARKANSAS 


Dr. William R. Brooksher, Fort Smith, was elected Vice- 
President, American College of Radiology, at its annual meeting 
held in Atlantic City in June. 

Dr. Edwin C. Gray, Little Rock, has been elected a Fellow 
of the American College of Radiology. 

Dr. Earl Parsons, Jr., Little Rock, received the degree of 
fellowship from the American Psychiatric Association at its 
meeting held in Montreal, Canada, recently. 

Dr. Peter W. Koenig, Mulberry, has moved to Alma. 

Dr. E. J. Horner, ‘a has been elected surgeon of the 
local American Legion P ‘ost. 

Dr. Art B. Martin is practicing at Fort Smith after a year’s 
postgraduate study at the University of Pennsylvania. 


DEATHS 
Dr. William Clark Russwurm, Helena, aged 88, died June 9. 


DISTRICT OF COLUMBIA 


George Washington University Medical Society at its annual 
business meeting installed Dr. Herbert S. Gates, President; and 
elected Dr. H. J. Russell McNitt, President-Elect; Dr. John H. 
Lyons, First Vice-President; Dr. Helen Gladys Kain, Second Vice- 
President; and Dr. Oscar B. Hunter, Sr., Secretary-Treasurer, all 
of Washington. 

Washington Heart Association has elected Dr. J. Ross Veal, 
President; Dr. Clayton B. Ethridge, Vice-President; Dr. Benjamin 
Manchester, Secretary; and Mr. Frank T. Parsons, Treasurer. 

Dr. Edgar W. Davis, Washington, was elected President, Potomac 
Chapter of the American College of Chest Physicians, held re- 
cently in Baltimore, Maryland. 

Women’s Medical Society of the District of Columbia has 
elected Dr. Caroline Jackson, President; Dr. Elizabeth S. Kahler, 
Vice-President; Dr. Eloise W. Kailin, Recording Secretary; Dr. 
Josephine Renshaw, Corresponding Secretary; and Dr. Mary K. L. 
Sartwell, Treasurer. 

Dr. Charles Stanley White, Washington, has been elected to 
the Board of Trustees of the George Washington University. 

Washington Orthopedic Club has elected Dr. Milton C. Cobey, 
President; Dr. Thomas M. Foley, Vice-President; and Dr. Everett 
J. Gordon, Secretary-Treasurer, all of Washington. 

Dr. John A. Reed, Washington, was elected Secretary, American 
Diabetes Association, at its recent annual meeting. 


SOUTHERN MEDICAL JOURNAL 


September 1949 


. Raymond A. Osbourne, Washington, who has completed a 
“aon course of graduate study in dermatology at the University 
of Pennsylvania, has returned to his practice. 


DEaTHs 


Dr. Sterling Ruffin, Meni aged 83, 
Dr. William Gerry Morgan, Washington, 


FLORIDA 


Florida Heart Association was founded at a recent meeting. It 
is affiliated with the American Heart Association. Dr. Jere W. 
Annis, Secretary-Treasurer, Box 1021, Lakeland, Florida, can be 
bar mg those who wish to be members. 

Dr. H. Brown, who has been doing postgraduate work 
at the University of Georgia School of Medicine, Augusta, has 
returned to his offices at Green Cove Springs. 

Dr. Vernon T. Lockwood, St. Augustine, has returned from 
Europe —_ he made a tour of hospitals and clinics. 

Dr. — Fort Pierce, was elected President of 
the local Rotary Cl lub. 


Central Florida Mental Hygiene Society has elected Dr. Charlotte 
o_o © Orlando, President; and Dr. John D. McKey, First 
Vice-Presid 

Dr. Rudolph W. Health, Hollywood, recently received a post- 
graduate course in endocrinology at the University of Georgia 
School of Medicine. 

Dr. Ernest B. Dunlap, Jr., Jacksonville, has opened offices in 
Atlanta, Georgia, for the practice of medicine. 

Dr. Walter G. Holloman, formerly of Jacksonville, is practicing 
in Houston, Texas. 

Dr. Charles E. Aucremann, formerly associated with Dr. James 
L. Borland, Jacksonville, has opened offices in St. Petersburg, 
practice limited to internal medicine. 

Dr. Paul-W. Hughes, formerly Assistant Health Officer in 
Alachua County, has been elected Health Officer, Broward 
County, with headquarters at Ft. Lauderdale. 

Dr. Montie E. Smith, Jr., Selmer, Tennessee, has been ap- 
pointed Assistant Health Officer in Alachua County. 

Dr. Holland M. Carter has resigned as Director of the health 
unit composed of Madison and Taylor Counties to accept a posi- 
= with the South Carolina State Board of Health. 

r. James L. Wardlaw, formerly of Biscoe, North Carolina, is 
Madison and Taylor Counties. 
Dr. J. €. McGuire, formerly of Hazelhurst, Mississippi, has 
epted the position of Director, Hardee, DeSoto and arlotte 
Soantiees with headquarters at Arcadia. 

Dr. William J. Peeples, formerly of LaGrange, Georgia, has 
accepted the position of Director of the Monroe County Health 
Department with headquarters at Key West, replacing Dr. James 
B. Parramore, who resigned because of illness. 

Dr. H. A. Sauberli has resigned as Director, Leon County 
Health Department, Tallahassee, to accept the position as Direc- 
tor, Local Health Service, Colorado State Health Department. 

Dr. Matthew E. Morrow and Miss Sara Marion Watson, both 
of Jacksonville, were married recently. 

Dr. Edward C. Love, Jr., Quincy, has resigned as Health 
Officer, Gadsden, Liberty and Calhoun Counties, to do post- 
graduate study. 
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DEATHS 


Dr. M. Lawrence Turner, St. Petersburg, aged 79, died June 6. 

Dr. George William Funck, Englewood, aged 72, died recently. 

Dr. Joseph R. Carver, Branford, aged 30, was drowned recently. 

Dr. Karl Winfield Ney, Stuart, aged 66, died recently. 

Dr. Luther A. Hodsdon, Miami, aged 73, died recently. 

Dr. John Thomas Hosey, Palatka, aged 70, died recently of 
pulmonary tuberculosis. 


GEORGIA 


Olin S. Cofer, Atlanta, has been appointed a member of 
ar "Council of the Southern Medical Association Bw Georgia 
for a regular Council term of five years beginning at the close of 
the annual meeting in Cincinnati in November, the appointment 
having been announced recently by the President- Elect, Dr. 
Hamilton W. McKay, Charlotte, North Carolina. Dr. Cofer suc- 
ceeds Dr. W. A. Selman, Atlanta, whose term will expire with the 
close of the Cincinnati meeting in November, and who, having 
served the constitutional limit, is not eligible for reappointment. 


Medical Association of Georgia, at its annual meeting held in 
Savannah, installed Dr. Enoch Callaway, LaGrange, President; 
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Pharyngeal Infections 


SAFE, TOPICAL METHOD 


In Neiman’s study* on chemoprophylaxis with White’s Sulfathiazole Gum 
conducted over a 9-month period on 199 medical students: 


1. The incidence of primary pharyngitis in the treated group was 
less than half that in the controls. A less marked, but 
statistically significant, decrease was also observed in the incidence of 
colds and irritational pharyngitis. 


2. “It is worthy of note that the mouths of over 100 persons 

were exposed to the drug in concentrated form daily for eight months, 

with no untoward effects.” 

As with the therapeutic use of Sulfathiazole Gum, the prophylactic 
application is safe because it is topical. In this series, for example, repeated 
examination of blood samples from unselected individuals in no case 
gave a positive test for sulfathiazole. 

The dosage in these experiments was one to three tablets a day—an 
obviously economical procedure. No reactions were observed. 


SULFATHIAZOLE GUM 


SAFE, TOPICAL CHEMOTHERAPY 


Supplied in packages of 24 tablets—334 grs. 
(0.25 Gm.) per tablet—sanitaped in slip-sleeve 
prescription boxes. 


WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7, W. J. 
*Neiman, I. S.: Prophylactic Value of Sulfathiazole, 
Archives of Otolaryn. 47 :158-164 (Feb.) 1948. 
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Fall Graduate Instructional 
Course In Allergy 


Sponsored by 
THE AMERICAN COLLEGE 
OF ALLERGISTS 


Under the Auspices 


BAYLOR UNIVERSITY 
COLLEGE OF MEDICINE 
Houston, Texas 
Monday, Oct. 31, 1949, 
Through Saturday, Nov. 5, 1949 


Objective: To provide a more comprehensive un- 


derstanding of the many manifestations of 
allergy so commonly encountered by both the 
general practitioner and specialist and to 
emphasize methods of diagnosis and treatment 
of allergic diseases so thet the pysician is 
prepared to give the greatest aid to his 
patient. 


Faculty: Thirty-three specialists in allercy and 


related fields, from prominent med‘c7] 
and colleges. (For details see ANNALS of 
ALLERGY, July-August, 1949.) 


Approach: Basic concept of chemistry, immun- 


ology, physiology, pathology, botany, pharma- 
cology, and psychodynamics, as applied to 
the allergic patient. 

Laboratory procedures, such as the prepara- 
tion and standardization of extracts for test- 
ing and treatment, skin tests, serology, and 
other miscellaneous procedures, and _ their 
interpretation, together with history taking. 
Treatment and management of the allergic 
patient, with special lectures and symposiums 
on the various allergic diseases. 


Management of the problem case. 


Teaching Method: Lectures accompanied by lan- 


tern slides, movies, and other visual aids. 
Demonstrations of technical procedures and 
allergic patients. Discussions in which all can 
participate. 


Communications: Make all inquiries and registra- 


tions for the Course directly through Dr. 
Homer Prince, Medical Arts Building, Hous- 
ton, Texas. Make reservations for hotel ac- 
commodations directly with the Shamrock 
Hotel, attention of Mrs. Elsworth, Houston, 
Texas. In asking for reservations, please 
state the exact time of your arrival and 
departure and if you want a single room or 
wish to share one with another registrant. 
The number of single rooms is limited. The 
fee for the Course is $100. 


COMPLETE PROGRAM WILL BE MAILED 


ON REQUEST 


September 1949 


Continued from page 824 


and elected Dr. A. M. Phillips, Macon, President-Elect; Dr, 
Ralph O. Bowden, Savannah, First Vice-President; Dr. H. Walker 
Jernigan, Second Vice-President; and Dr. Edgar D. Shanks, 
Atlanta, Secretary-Treasurer, reelected. The 1950 meeting will 
be held in Macon, April 18-21. 

Dr. Everett L. Bishop, Atlanta, Professor of Pathology, Emory 
University School of Medicine, Atlanta, is Chairman, Cancer 
Commission of the Medical Association of Georgia and Chairman 
of the Executive Committee which is advisory to the Division of 
Cancer Control of the Georgia State Department of Health. 

Dr. Lon Grove, Emory University Hospital surgeon, Atlanta, 
was honored recently “not only for his skill and greatness as a 
surgeon, but also fer his modesty, simplicity, understanding and 
greatness as a human being.” His portrait was presented to Emory 
University by his friends and patients. 

Dr. Julius E. Gross, formerly of Veterans Administration Hos- 
pital, Bay Pines, Florida, has been assigned to the staff of U. S. 
Veterans Administration Hospital, Dublin. 

Dr. O. T. Gower, Cordele, has been appointed City Physician 
for one year. 

Dr. Hugh A. Goodwin, formerly of Nashville, Tennessee, is 
associated with Dr. R. N. Little, Summerville. 

Georgia Radiological Society elected Dr. W. W. Bryan, Atlanta, 
President; Dr. J. J. Collins, Thomasville, Vice-President; and Dr, 
Robert Drane, Savannah, Secretary-Treasurer. 

Georgia Public Health Association has installed Dr. James 
Thrash, Columbus, President; and has elected Dr. C. D. Bowdoin, 
Atlanta, President-Elect. 

Warren A. Candler Hospital, Savannah, has elected to its staff 
Dr. David B. Fillingim, President; Dr. Jacob Rubin, Vice- 
President; and Dr. Anne McHenry Hopkins, Secretary. 

Dr. William Etheridge, formerly of Atlanta, has opened an 
office in Greensboro for the practice of medicine. 

Dr. W. G. Elliott, Cuthbert, has recently completed a_post- 
graduate course in pulmonary diseases in Atlanta. 

Dr. A. Dan Duggan, formerly of Sandersville, is associated with 
Dr. A. W. Simpson, Dr. C. E. Wills and Dr. M. C. Adair, 
Washington. 

Dr. L. C. Cheves, Jr., Montezuma, has opened an office in 
Ideal for the practice of medicine. 

Dr. Joseph G. Crovatt, Camilla, has completed a postgraduate 
course in cardiology and surgery at the Bellevue Medical Center, 
New York University Hospital. 

Dr. Robert A. Atkins, Royston, is a member of the staff of 
the hospital of the Southern Methodist University, Dallas, Texas. 

Dr. George A. Billinghurst, Macon, has resigned as Bibb County 
Physician. 

Dr. Frank B. Brewer, Atlanta, has been named Veterans Admin- 
istration Area Medical Director to supervise twenty-two hospitals 
and institutions in seven Southeastern states. He will be assisted 
by a small staff of physicians and hospital administrators. 


DEATHS 


Dr. James Gardner Culpepper, Moultrie, aged 80, died recently. 

Dr. John B. Dalton, Graysville. aged 79, died recently. 

Dr. Louis Reuben Edleson, Columbus, aged 66, died recently. 

= Thomas Neal Kitchens, Warm Springs, aged 86, died re- 
cently. 


KENTUCKY 


Southwestern Kentucky Medical Association has elected Dr. 
Leon Higdon, Paducah, President; Dr. Kenneth Barnes, Princeton, 
First Vice-President; Dr. V. A. Jackson, Clinton, Second Vice- 
President; and Dr. Eugene Blake, Paducah, Secretary-Treasurer. 

Dr. James O. Mattox, who has been doing postgraduate work 
at Mayo Clinic, Rochester, and Cook County Graduate School 
of Medicine, Chicago, has resumed his practice at Carrollton. 

Dr. C. R. Faulkner, formerly of Hazard, is located in the 
Guinn and Carr Building, Albany. 

Dr. Robert P. Ball, formerly of Louisville, is Professor of 
Radiology, Cornell University Medical School, and Chief Radiolo- 
gist, New York Hospital, New York City. 

Dr. Leonard Lamb, Decatur, Illinois, an obstetrician, has been 
added to the staff of the Graves-Gilbert Clinic, Bowling Green. 

Dr. B. B. Holt, Jr., a native of Central City, has been named 
Staff Pathologist, Owensboro-Daviess County Hospital and the 
Muhlenberg Hospital, Greenville. 

Dr. Richard G. Jackson, who served five years as an Army 
physician, has opened an office at Danville. F 

Dr. Hugh House has opened an office in Richmond, practice 
limited to medicine and surgery. : 

Dr. E. B. Gudenkauf, Louisville, has taken over the practice 
of Dr. Joseph C. Denniston, Lewisburg. 
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This 16-millimeter frames demonstrates 


in a case of p 
‘Note how the patient is able to assume sitting posture 
in chair from recumbent position, without assistance. 


Picture the 
patient's progress 


... with photograph . . . after photograph 


To ensure proper projection of 16-milli- 
meter motion pictures—black-and-white and color 
—many physicians prefer Kodascope Sixteen-20 
Projector. Threading is easy... quick—adjust- 
ments are few... positive—operation is smooth 

“push button.” Conversion from average pro- 
jection conditions to those for long “throw” in 
spacious auditoriums, or to those for short 
“throw” in small rooms, is simple. Optics are su- 
perb...the lenses are Lumenized to give more 
brilliant images, of better contrast and color purity. 
For further information, see your near- 
est photographic dealer... or write to 
Eastman Kodak Company, Medical Di- 
vision, Rochester 4, N. Y. 


Major Kodak products 
for the medical profession 


X-ray films; x-ray intensifying 
screens; x-ray processing chemi- 
cals; electrocardiographic papers 
and film; cameras—still- and mo- 
tion-picture; projectors—still- and 
motion-picture; enlargers and print- 
ers; photographic films—color and 
black-and-white (including infra- 


Kodak Vari-Beam Standlight 
nearest camera affords general 
illumination. Second Stand- 
light, 120° to camera axis, 


ickup” il 
red); photographic papers; photo- 
graphic chemicals; synthetic or- line subject. 


ganic chemicals; Recordak products. 


Serving medical progress through Photography and Radiography 
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A Valuable 


Special Dietary Source 
of Protein 


Many physicians have found that, for 
patients requiring supplementary pro- 
tein, Knox unflavored Gelatine in water, 
fruit juice or milk provides a useful, 
easily digestible source. 

Knox Gelatine contains nine of the ten 
“essential’’ amino acids. It has been 
shown to supplement many varieties of 
food material. It is an ideal protein sup- 
plement concentrate with very low so- 
dium content. 

Do not confuse Knox Gelatine with 
ready-flavored gelatine dessert powders 
which contain about 7% sugar and only 
about ¥ gelatine. Knox is all protein, 
no sugar. 


Literature, including suggestions 
for preparing the Knox Gelatine 
protein drink, is available on re- 
quest. Knox Gelatine, Dept. W-9, 
Johnstown, N. Y. 


KNOX 


Gelatine U.S. P. 
ALL PROTEIN 
NO SUGAR 
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Dr. Roscoe Faulkner, formerly employed by the Federal goy- 
ernment at Outwood, is located in Marion. 

Dr. L. A. Crosby, Marion, has located in Aberdeen, Missis- 
sippi. 

Dr. G. W. Brewster, Fort Thomas, has opened an office in 
Crittenden. 

Dr. William E. McDaniel has opened an office in Lexington, 
practice limited to dermatology. 

Dr. James C. Appleton, a specialist in pediatrics and gynecology, 
has located at Clinton. 

Dr. Paul W. Harrison, a missionary surgeon well known for 
service he gave to the people of Arabia, has been appointed to 
the staff of Berea College. 

Dr. John W. Moore, the retiring Dean, University of Louisville 
School of Medicine, Louisville, was given a testimonial dinner 
recently, by the alumni of the school. 

Dr. J. Murray Kinsman is the new Dean, University of Louis- 
ville School of Medicine, Louisville. 

Dedication ceremonies were held for the new Psychiatric Unit 
of Norton Memorial Infirmary, Louisville, on June 14, the unit 
being built with funds contributed by citizens. Dr. S. Spafford 
Ackerly, Chief of Psychiatric Services at the Infirmary and 
Chairman of the Department of Psychiatry and Mental Hygiene, 
University of Louisville School of Medicine, is credited with the 
advancement and interest shown in this type of work since in 
Louisville the past seventeen years. 

Dr. Robert H. English, effective July 1, became Clinical Director 
of Kentucky’s cancermobile and eighteen cancer clinics sponsored 
by the State Health Department and the Kentucky Chapter of 
the American Cancer Society. 


DEATHS 


= Samuel O. Sublette, Versailles, aged 79, died recently of 
senility. 

Dr. Oliver Perry Henry, Mount Sterling, aged 59, died recently. 

Dr. Dée D. Worden, Louisville, aged 68, died recently of cir- 
rhosis of the liver. 

Dr. John Miller Jean, Keene, aged 83, died recently of coronary 
occlusion. 

Dr. Wm. M. Gambill, Ashland, aged 70, died recently. 


LOUISIANA 


Dr. Keene A. Watson, New Orleans, is the 1949 winner of the 
Geiger Medal of Public Health at Tulane University, New Orleans, 
for “‘his thesis and work concerning the Prevention of Homologous 
Serum Jaundice.’’ The award was presented to the university in 
1929 by Dr. and Mrs. Jacob C. Geiger to be awarded to a senior 
or graduate student. Dr. Geiger, an alumnus of Tulane, is Direc- 
tor of Public Health of the City and County of San Francisco. 

Dr. Stonewall J. Phillips, Thibodaux, on July 1 succeeded Dr. 
William V. Garnier, Bastrop, as President, State Board of Health. 
Dr. Phillips following the war was with North Carolina State 
Board of Health and a year ago was named Assistant to Dr. 
Garnier, who is retiring to take up private practice. 

Dr. Charles M. Horton, Franklin, was recently honored when 
made a distinguished member of the Louisiana State Medical 
Society, and presented a plaque, this in recognition of his selec- 
tion as the General Practitioner of the Year for the State of 
Loxisiana, and his selection by the Board of Trustees of the 
American Medical Association as one of the three outstanding 
practitioners of the nation. 

Dr. Hiram W. Kostmayer, former Director, Division of Graduate 
Medicine, Tulane University School of Medicine, New Orleans, 
was honored with an honorary degree of Doctor of Laws by the 
University. Others awarded honorary degrees by the University 
are: Dr. Robert Sproul, President of the University of California 
and speaker for the graduation exercises; and Dr. Harold Stoke, 
President, Louisiana State University. 

Tulane University School of Medicine recently received a check 
of $1,000.00 by the University Pan-Hellenic Council, representing 
seventeen social fraternities, the money to be used for establishing 
a permanent Pan-Hellenic scholarship in the school. 

Dr. Guy A. Caldwell, Professor of Clinical Orthopedics, Tulane 
University School of Medicine, New Orleans, was elected by the 
House of Delegates, American Medical Association, to member- 
ship on the Council of Medical Education and Hospitals of that 
Association. 

Sara Mayo Hospital, New Orleans, has developed a program 
of residency training in obstetrics and gynecology for women. 
The program is under the guidance of the Tulane Graduate School 
of Medicine and wil] extend three years. 
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you change easily 
from radiography 

to fluoroscopy 

(or vice versa) 


vertical or horizontal 


(full length of 
head and torso) 


it’s low-priced at $1495 


and above all, 
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budget too 


its a 


“I want to be able to screen a chest or an 
extremity whenever it seems indicated. 
I want to be able to radiograph a chest 
as part of every physical examination I make — espe- 
cially of new patients. I want to be able to fluoroscope 
and radiograph suspected fractures in the occasional 
emergency cases that come to my office. 


I can do all that and more, quickly and easily with 
the Picker ‘Meteor.’ Its 15 MA capacity is ample for 
my needs. I’ve had no trouble finding room for it, 
because it doubles as an examination table. It’s a 
quality unit, made by Picker X-Ray . . . they’re the 
people who built the Army Field X-Ray Unit we 
both worked with during the war. And it certainly 
is easy on my budget . . . cost far less than I thought 
I'd have to lay out for such fine equipment.” 


Maybe your situation parallels Dr. Jones’ . . . or maybe 
it’s altogether different. In any case, you can depend on the 
local Picker representative for unbiased advice, because 
the Picker line is a full line, embracing apparatus in every 
range, for every purpose. 

“patents pending 


blank, and send it to us for details. 
Or, if, you prefer, call in your local 
Picker representative for the story. 
PICKER X-RAY CORP. 
300 Fourth Ave., New York 10, N. Y. 


[ostdothis jot Picker “Meteor” on a prescription 
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When the signs point to peripheral 
vascular disease, collateral circulation 
may be increased by use of a Burdick 
Rhythmic Constrictor. 


The Rhythmic Constrictor is easy to 
use and quiet; it may be employed 
while the patient sleeps. Its effective- 
ness is demonstrated by symptomatic 
relief and objective benefit, such as 
increased oscillometric readings. 


Recent clinical reports have aike. 
sized the value of this form of therapy 
in peripheral vascular disease. Use 
the coupon for an authoritative ab- 
stract on the subject. * 


The Burdick Corp. 

Milton, Wis. 

Gentlemen: Send me report of a 
recent clinical investigation on Rhyth- 
mic Constriction. 


City Zone State 


Continued from page 68 
DEATHS 


Dr. Upton Wright Giles, New Orleans. aged 57, died recently 
of nephrosclerosis. 

Dr. Felix Eloi Girard, Lafayette, aged 79, died recently of 
arteriosclerotic heart disease. 


MARYLAND 


Dr. Sanford V. Larkey, Baltimore, was elected President of the 
Medical Library Association at its meeting held in Galveston, 
Texas. 

Potomac Chapter of the American College of Chest Physicians, 
at its annual meeting held in Baltimore recently, elected Dr. 
Edgar W. Davis, Washington, D. C., President; Dr. Hugh G. 
Whitehead, Baltimore, Vice-President; and Dr. Milton B. Kress, 
Towson, Secretary. 

Board of Medical Examiners of Maryland has elected for one 
year Dr. E. Paul Knotts, Denton, President; Dr. Edward M. 
Hanrahan, Baltimore, Vice-President; and Dr. Lewis P. Gundry, 
Relay, 

Dr. Richard H. Shryock, Ph.D., Professor of American History 
and since 1938 Lecturer in medical history, University of Penn- 
sylvania, Philadelphia, has been appointed Director, Institute 
of History of Medicine and William H. Welch Professor of the 
History of Medicine at Johns Hopkins University School of Medi- 
cine, Baltimore, and will assume his duties in September. 

Dr. John C. Whitehorn, Baltimore, was elected President-Elect 
of the American Psychiatric Association at its recent meeting. 


DEATHS 


Dr. Sydney R. Miller, Baltimore, aged 65, died recently. 

Dr. Avac Cutujian, Frederick, aged 88, died recently. 

Dr. Frederick de Sales Chappelear, Hughesville, aged 67, died 
recently of cerebral hemorrhage. 


MISSISSIPPI 


Amite County Medical Society has elected Dr. Thomas Burk, 
President; and Dr. L. G. Pascal, Secretary, both of Liberty. 

Alcorn County Medical Society has elected Dr. R. B. Warriner, 
Jr., President; and Dr. H. M. Robertson, Secretary, both of 
Corinth. 

Central Medical Society has elected Dr. L. T. Carl, Jackson, 
Secretary. 

Clarksdale and Six Counties Medical Society has elected Dr. 
T. K. Chandler, Tunica, President; and Dr. George Furr, Clarks- 
dale, Secretary. 

Coahoma County Medical Society and Staff of Clarksdale Hos- 
pital has elected Dr. E. W. Ellis, President; and Dr. William 
Wilkins, Secretary, both of Clarksdale. 

Clay County Medical Society has elected Dr. H. L. Flowers, 
0 gee and Dr. Edmond L. Whitfield, Secretary, both of West 

oint. 

Coast Counties Medical Society has elected Dr. D. L. Hollis, 
Biloxi, President; and Dr. W. W. Lake, Pass Christian, Secretary. 

DeSoto County Medical Society has elected Dr. C. W. Emerson, 
Hernando, President; and Dr. L. L. Minor, Memphis, Tennessee, 
Secretary. 

Delta Medical Society has elected Dr. C. W. Patterson, Rose- 
dale, President; and Dr. F. M. Acree, Greenville, Secretary. 

East Mississippi Medical Society has elected Dr. Omar Simmons, 
Newton, President; and Dr. W. J. Slaughter, Meridian, Secretary. 

Hattiesburg Clinical Society has elected Dr. Eugene Busby, 
President; and Dr. C. L. Austin, Vice-President, both of Hatties- 


urg. 

Homochitto Valley Medical Society has elected Dr. H. A. Whit- 
tington, Natchez, President; and Dr. W. T. Harper, Fayette, 
Secretary. 

Issaquena-Sharkey-Warren Counties Medical Society has elected 
Dr. H. B. Goodman, Anguilla, President; and Dr. W. K. Purks, 
Vicksburg, Secretary. 

Medical Staff, North Mississippi Community 7 has 
elected Dr. L. L. McDougal, Jr., President; and Dr. F. K. 
Tatum, Secretary, both of Tupelo. 

Monroe County Medical Society has elected Dr. R. T. Dabbs, 
and Dr. Chester Brummett, Secretary, both of Aber- 

leen 

North Central District Medical Society has elected Dr. C. H. 
Holman, Carrollton, President; and Dr. A. T. Nadeau, Grenada, 
Secretary. 

North Mississippi has elected Dr. D. R. Moore, Byhalia, Pres- 
ident; and Dr. C. M. Murry, Oxford, Secretary. 


Continued on page 72 
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Oversize Treatment Table with Built-in Irrigater 


Designed both for beauty and utility, this table will give o lifetime 
of service because of its patented Steeline construction. Examine the 
illustration critically. Note the modern, graceful lines that connote 
assurance and dignity. Note the complete versatility, the many prac- 
tical, built-in features that are the result of advice received from hun- 
dreds of physicians. Aloe’s patented Steeline is a new and exclusive 
development in functional physicians’ office and treatment room furni- 
ture. Each Steeline unit has an electrically welded framework that 
cannot shrink or loosen in any climate; rounded, easily cleaned cor- 
ners, black base and top. Three coats of , mar-proof enamel, elec- 
trically baked on to stay. Your choice of colors. 


Write teday fer full information and prices 
on Steeline Professional Clinical Equipment 


_A. S. ALOE COMPANY Serving the medic 


1831 Olive Street ° St. Lovis 3, Missouri 
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Pharmeatevtical Divisien 

HOMEMAKERS’ PRODUCTS CORPORATION 
380 Second Avenve, New York 10, N.Y. 
36-48 Caledonia Road, Toronte 10, Canedq 
Please send me, without cost, literature and samples of DIAPARENE Tablets 
and Ointment to eliminate cause of diaper rash (ammonia dermatitis) and as 
@n adjunct treatment and deodorant for the side effects of incontinence. 


MAIL THIS COUPON TODAY 


Continued irom page 70 


Pike County Medical Society has elected Dr. J. M. Brock, Mc- 
Comb, President, and Dr. F. S. Herrin, Summit, Secretary. 

South Mississippi Medical Society has elected Dr. R. H. Clarke, 
— and Dr. A. J. Carroll, Jr., Secretary, both of Hatties- 
ur; 

Staff of Kings Daughters Hospital, Greenville, has elected Dr. 
T. B. Lewis, President; and Dr. John Suares, Secretary. 

Prentiss County Medical Society has elected Dr. W. W. Strange, 
President; and Dr. S. L. Pharr, Secretary, both of Booneville. 

Tate County Medical Society has elected Dr. J. B. Looper, 
President; and Dr. Ethelyn Smith, Secretary, both of Senatobia, 

Tri-County Medical Society has elected Dr. S. E. Izard, New- 
hebron, President: and Dr. R. B. Zeller, Hazelhurst, Secretary, 

Dr. William E. Weems is associated with the. Oates Clinic, 
Laurel, specialty internal medicine and cardiology. 


DEATHS 


Dr. Malcolm Benjamin Jernberg, Meliyweed, aged 61, died re- 
cently. 
Dr. Caleb Scattergood Middleton, Biloxi; aged 80, died recently. 
= Henry Bradford Powell, Ocean Springs, aged 83, died re- 
cently. 
Dr. William J. Stribling, Philadelphia, aged 70, died recently. 
Dr. Lewis Jones Rutledge, McComb, aged 63, died recently. 


IISSOURI 


Dr. Herbert J. Rinkel, Kansas City, upon invitation recently 

gave an address before the Pediatric Society in Paris, France. 
- $t. Louis University School of Medicine, St. Louis, named as 
Dean of the School in July Dr. Melvin A. Casberg, Lieutenant 
Colonel, of the Surgical Consultants’ Division, the Surgeon Gen- 
eral’s Office. 

Dr. Ernest Sacks, formerly Emeritus Professor of Neurologic 
Surgery, Washington University School of Medicine, St. Louis, 
resigned June 1, accepting an appointment as Research Associate 
in Physiology, Yale University Medical School, New Haven, 
Connecticut. 

Dr. ~— M. Grogan, St. Louis, has been appointed Superin- 
tendent, St. Louis City Hospital, and will occupy this position 
in pr “to being Hospital Commissioner of St. Louis. 

Missouri Chapter of the American College of-Chest Physicians 
has elected Dr. Alfred Goldman, St. Louis, President; Dr. Charles 
A. Brasher, Mount Vernon, Vice-President; and Dr. A. J. Steiner, 
St. Louis, Secretary-Treasurer. 

Dr. George Frank!, Kansas City, is in Vienna, Austria, to 
establish a United Nations child psychiatric clinic. 

Dr. G. D. McCall, Fulton, School Physician from 1896 to 1945 
of the Missouri School for the Deaf, was honored on the occasion 
of the laying of the cornerstone of a new infirmary building. 

Dr. O. S. Pate, North Kansas City, has been named the Mis- 
souri State Athletic Commission physician. 

Dr. J. Earl Smith, St.. Louis, was recently capes President, 
Missouri Public Health Association. ES 


DEATHS 


Dr. William Henry Elliott, Bunceton, aged 73, died recently 
of a ruptured spleen following a fall: 

Dr. Julius Theodore Elz, St. ‘Louis, aged 53, died recently of 
uremia. 

Dr. Thomas Robert Kennedy, St. Louis, oasd 51, died recently. 

Dr. Oney Carstaffen Raines, St. Louis, aged 72, died recently of 
carcinoma. 

Dr. Edwin Sauter, St. Louis, aged 77, died recently of coronary 
sclerosis. 

Dr. Clifton Michael Waugh, Tarkio, aged 72, died recently. 

Dr. William F. Hardy, St. Louis, aged 74, died -recently. 

Dr. Arthur H. Bradley, St. Louis, aged 80, died recently. 

Dr. Rutherford S. Duemler, Seneca, aged 38, died recently. 

Dr. Owen W. Krueger, Kansas City, aged 84, died recently. 

Dr. Wesley B. Wasson, Nixa, aged 87, died recently. 

Dr. David C. Bosserman, St. Louis, aged 70, died recently. 

Dr. Charles N. Guhman, St. Louis, aged 75, died recently. 

Dr. Joseph L. Ferris, St. Louis, aged 59, died recently. 


NORTH CAROLINA 


Medical Foundation of North Carolina was set up by more than 
200 physicians and laymen during a meeting at the University 
of North Carolina, Chapel Hill, recently, for the purpose of creat- 
ing an endowment to promote by financial assistance and other- 
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OPERATION “SOUTHEAST” 


SOUTHEASTERN HOSPITALS 


Experienced ond competent Atlanta Office representatives. dre” 

‘now permanently located at points which enable “American” to 

give faster and closer personal attention and service to the needs. * 


MR. E. G. MYRICK, 

our tern district 
hed at our pany offices ell at at 1123 

Peachtree Street, N.W., Atlanta, Georgia. 


MA. 0. S. BRYANT, JR. 
will service hospitals located in _ 
TENNESSEE: Communications _ad- 

d to his resid 249 Peach- 
tree Circle, N.E., Atlanta, Georgia, 
will receive prompt attention. 


MR. GEORGE W. FLOWER 
will serve the hospitals in 
NORTH CAROLINA. A 
card or wire to his home 


at 2102 Liberty Drive, 
ai } Greensboro, N. C, will 
get fast action. ~ 


MR. FRED J. COWAN, JR. 


will serve the hospitals or 
MR. ANDREW P. ELLIOTT SOUTH CAROLINA. Write 


will cover all hospitals 
located in MISSISSIPPI. 
When immediate action 
is required, address card 
or wire his home at 111 
Kolb Street, Jackson, Mis- 
sissippi. 


MR JACK ALEXANDER y 
services hospitals located. 
in ALABAMA. For prompt 
action address communi-*”' 
cations to his home at 27: 
Street, N.E., Atanta, 
Georgia. 


AMERICAN STERILIZER COMPANY 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 


or wire to his home at 
2789 Pharr Road, NE., 
Atlanta, Georgia, when 
prompt action is desired. 


MA. J. FLOWER 

will serve the FLORIDA 
hospitals. Prompt action 
may be anticipated if 
communications are ad- 
dressed to his home at 
1026 Guernsey Ave., Or- 
lando, Florida. 


Consult these representatives who are im 

ant links in our home office PLANNING SERV- 
ICE, should your problem involve Surgical 
and Obstetrical Departments, Surgical and 
Central Sterile Supply Services, Nurseries, 
Milk Formula Laboratories and allied hospi- 
tal services. 


Erie, Pennsylvania 
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wise all types of education, service and research in the field of 
preventive and curative medicine at the medical and dental schools 
of the University; to render assistance to industry, business and 
agriculture, etc. 

Dr. Richard H. Corales, Jr., Assistant Resident in Neuro- 
surgery, Duke University School of Medicine, Durham, has been 
awarded a Damon Runyon Clinical Research Fellowship and he 
will participate in a Duke research program in the field of brain 
tumors. 

Dr. James P. Rousseau has resigned as Professor of Radiology, 
Bowman Gray School of Medicine of Wake Forest College, 
Winston-Salem, to go into private practice there. 

Bowman Gray School of Medicine of Wake Forest College, 
Winston-Salem, was visited recently by Dr. Jorge Mardones, Pro- 
fessor of Pharmacology and Secretary of the Faculty of Biology 
and Medical Sciences, University of Chile, in Santiago to study 
the organization of the departments and curriculum. 

The following have been elected officers or directors of respec- 
tive county tuberculosis associations: Dr. C. T. Barker, President, 
Craven County; Dr. P. W. Joyner, President, Halifax County; 
Dr. H. L. Seay, Dr. M. B. Bethel and Dr. E. H. Hand, ex- 
officio members of Executive Committee, Mecklenburg County: 
Dr. H. M. Pickard, Vice-President, and Dr. A. H. Elliot, member 
of Executive Committee, New Hanover County; and Dr. H. F. 
Easom, Secretary-Treasurer, Wilson County. 

The 12th Annual Symposium of the Duke Medical School will 
be held at Durham, October 13-15, the general subject to be 
“Basis of Disease.” 

Dr. John Ausband and Miss Deena Trent, both of Winston- 
Salem, were married recently. 


DEATHS 


Dr. John White Gainey, Fayetteville, aged 54, died recently of 
Pneumonia. 
Dr. Christopher Johnston, Durham, aged 48, died recently. 
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OKLAHOMA 


Dr. Clarence E. Northcutt, Ponca City, was elected President 
of the Conference of Presidents and Other Officers of State 
Medical Associations at the fifth annual session held recently. 

Dr. Dan R. Sewell, Oklahoma City, has been promoted to the 
rank of colonel and placed in command of the Kindley Airforce 
Base Station Hospital in Bermuda. 

Dr. J. M. Gordon, after studying tuberculosis at the Veterans 
Hospital at Legion, Texas, several months has resumed his work 
in Ardmore as County Health Director. 

Dr. S. P. Roberts, Nowata, has been named City Superintendent 
of Health. 

Dr. Webber Merrell, Guthrie, has been named Mayor of Guthrie. 

Dr. George S. Baxter, Shawnee, is President of the Oklahoma 
Tuberculosis Association for the third consecutive term. 

Dr. Frank A. Stuart, Tulsa, recently made a six weeks’ tour 
with medical units in England and Europe. 

County Superintendents of Health recently appointed are: Dr. 
J. B. Clark, Coalgate, Coal County; Dr. J. M. Gordon, Ardmore, 
Carter County; and Dr. A. C. Fina, Atoka, Atoka County. 

Oklahoma State Radiological Society has elected Dr. P. E. 
Russo, Oklahoma City, President; Dr. H. Benjamin Yagol, Ada, 
Vice-President; and Dr. Walter E. Brown, Tulsa, Secretary- 
Treasurer. 

Dr. Ralph W. Holbrook, Perkins, and Dr. Clarence S. Petty 
and Dr. Dan F. Gray, both of Guthrie, were recently honored 
for their contributions in medicine in Oklahoma at special cere- 
monies when awarded the Oklahoma State Medical Association 
Fifty-Year Club pin. 


DeaTHs 


Dr. Robert Fish Dowell, Tulsa, aged 89, died recently. 

Dr. Clara Fogle Palmer, McAlester, aged 76, died recently of 
cancer of the gastrointestinal tract. 

Dr. George Herbert Stagner, Edmond, aged 72, died recently. 
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3. Central sedation with phenobarbital. 


Bellergal & 


SANDOZ PHARMACEUTICALS 
Division of Sandoz Chemical Works, Inc. 
NEW YORK 14,N. Y. CHICAGO 6, ILL. SAN FRANCISCO8, CAL. 


fi 
6 
¢ 
ING 


) Vol. 42 No. 9 SOUTHERN MEDICAL JOURNAL 75 
it 
BROMURAL 
(alphabromisovalerylcarbamide) 
. A well tolerated hypnotic, 
; inducing a restful sleep. 
: Two tablets upon retiring 
; or in wakefulness during 
7 the early morning hours. 
Contains no barbiturate. 
5 grain Tablets and Powder. 
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LaMOTTE 
BLOOD CHEMISTRY 
OUTFITS 


A complete line of approved Blood Chemistry 
Outfits, simplified so as to render accurate results 
with minimum time and operation. 


Units available for 


Albumin and Sugar in pH of Urine : 
Urine Phenolsulfonphthalein 
Alcohol in Blood and (Block-Type) : 
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Bilirubin in Blood Specific Gravity (Blood and 
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oO Sulfonamides (Blood and 
Chlorides in Blood Urine) 
Cholesterol in Blood Thiocyanate 
Creatinine in Blood Thymol Turbidity Test 
Gastric Acidity: Urea in Blood 
Hemoglobinometer Urea in Urine 
Icterus Index (Pigford) Uric Acid in Blood 
Icterus Index (Micro) Urinalysis ; 
Kline Test for Syphilis Vitamin C in Blood and 
pH of Blood Urine 


Information on above cheerfully furnished 


If you do not have The LaMotte Blood Chemistry 
Handbook, a complimentary copy will 
be sent upon request. 


LaMotte Chemical Products Co. 


Dept. S Towson, Baltimore 4, Md. 


A complete line for clinical laboratories de- 
voted to all branches of chemistry, bacteri- 
ology, hematology, and parasitology. Tested 
and checked in our own clinical laboratories. 
Purity warranted. Our facilities assure prompt 
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SOUTH CAROLINA 


South Carolina Medical Association at its annual meeting in- 
stalled Dr. Roderick MacDonald, Rock Hill, President; and 
elected Dr. Wilbur R. Tuten, Fairfax, President-Elect; and Dr. 
Julian P. Price, Florence, Secretary-Treasurer, reelected. 

South Carolina Surgical Society was organized in Charleston on 


.June 23 and elected Dr. George Bunch, Columbia, President; Dr. 


Edward F. Parker, Charleston, Vice-President; and Dr. William 
C. Cantey, Columbia, Secretary-Treasurer. The Society is com- 
posed of men certified by the American Board of Surgery, and 
its purpose is the furtherance of the art and science of surgery 
in South Carolina. The next annual meeting will be held in 
Columbia in the spring of 1950. 

South Carolina Medical Care Plan has been organized. Dr. J. 
D. Guess, Greenville, was elected President; and Dr. George D. 
Johnson, Spartanburg, Secretary. 

Dr. W. R. Wallace, Chester, was recently awarded the gold 
“Pp”? at commencement exercises at Presbyterian College for “the 
alumnus who has made the greatest progress and achievement in 
his chosen profession.” 

Dr. J. L. Valley, Pickens, was honored by a ‘Dr. Valley Day” 
by the citizens of the community and was presented a new 
automobile, a bronze plaque, and a check for one thousand 
dollars. He has been in practice in Pickens County for forty-two 
years. 

Dr. James R. Young, Anderson, was recently presented a bronze 
plaque by the American Cancer Society for “his outstanding 
contributions to the control of cancer in 1948.” 

Dr. Harvey Loraine Burnette, Jr., Cheraw, and Miss Mary 
Malissa Ratliff, Morven, North Carolina, were married recently. 

Dr. Wendell Howard Tiller, Spartanburg, and Miss Martha 
Estelle Ivey, Albemarle, North Carolina, were married recently. 

Dr. Julian P. Price, Florence, was recently named President- 
Elect of the Conference of Presidents and Other Officers of State 
Medical Associations. 

Dr. William R. Craig, Jr., is an associate of Dr. Everett B. 
Poole, Greenville. 

r. B. C. McLawhorn has opened offices at Fountain Inn. 

Dr. W. R. LaRoche gave ‘up his practice at Williamston, spent 
the summer in Cheraw, and will enter the Graduate School, Uni- 
— Pennsylvania, Department of Obstetrics and Gynecology, 
this fall. 


DEATHS 
Dr. Isaac Davis Durham, West Columbia, aged 60, died recently. 


Dr. John Jacob Dominick, Prosperity, aged 71, died recently of 
carcinoma-of the colon. 


TENNESSEE 


Nashville Academy of Medicine will hold its second Annual 
Postgraduate Medical Assembly in Nashville, October 5-6. Physi- 
cians in Tennessee, Alabama, Mississippi, Kentucky and Arkansas 
are invited. This Assembly affords members of the American 
Acadethy of General Practice an opportunity to secure approxi- 
mately twelve hours of postgraduate credit. 

Dr. Charles R. Thomas, Chattanooga, was elected Second Vice- 
President of the American Therapeutic Society at its recent 
meeting held in Atlantic City. 

West Tennessee Medical and Surgical Association has elected 
Dr. Herman Armstrong, Somerville, President; Dr. Roy Douglas, 
Huntingdon, First Vice-President; Dr. Jack Thompson, Jackson, 
Second Vice-President; and Dr. Leland M. Johnston, Jackson, 
Secretary and Treasurer. Jackson is the next place of meeting 
in May, 1950. 

A portrait of the late Dr. J. Lucius McGehee, for forty-six 
years a member of the faculty of the University of Tennessee 
School of Medicine and for the last fifteen years head of the 


- Department of Surgery, was presented to the University at com- 


mencement exercises on June 13 by those who had served resi- 
dencies under his direction. 

Dr. Frank L. Roberts succeeds Dr. Robert H. Miller, Memphis, 
retired, as Assistant Dean, University of Tennessee School of 
Medicine, Memphis. 

Dr. Henry Packer, Associate Professor since 1938, Department 
of Preventive Medicine and Public Health, University of Ten- 
nessee School of Medicine, has been appointed Professor and 
Head of the department. : 

A polio unit of thirty beds, operated by a seven-member polio 
team at Vanderbilt University, Nashville, has been opened under 
the direction of Dr. Amos Christie, Professor of Pediatrics at 
Vanderbilt School of Medicine. 

Dr. Roy Alexander McCall and Miss Grace Runyan, both of 
Sevierville, were married recently. 
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SPECIFIC DESENSITIZATION is the aim in 


Ragweed Pollinosis.. DIAGNOSTIC AND TREATMENT SETS 


State Pollen Diagnostic Sets ($7.50): Dry pollen 
a im allergens selected according to state; 1 vial house- 

The dregs at dust allergen. Material for 30 tests in each vial. 
replace the more lasting benefit Stock Treatment Sets ($7.50): Each consisting of 
obtainable by successful specific . as a series of dilutions of pollen extracts for hypo- 
desensitization.” sensitization, with accompanying dosage schedule. 
Feinberg, 5. M.: Postorad. Med. ae > Single pollens or a choice of 21 different mixtures. 


: Five 3-cc. vials in each set—1:10,000, 1:5,000, 
, desensitization treatment 1s still the method 1:1,000, 1:500, and 1:100 concentrations. 


Special Mixture Treatment Sets ($10.00) 

tevin, L.; es, Mixtures of pollen extracts specially prepared accord- 
Med. ing to the patient's individual sensitivities. Ten days’ 
im processing time required. 

Arlington offers a full line of potent, carefully pre- 
pared, and properly preserved allergenic extracts 


f for diagnosis and treatment—pollens, foods, epi- 
dermals, fungi, and incidentals. 


4 Literature to physicians on request. 


THE ARLINGTON CHEMICAL COMPANY 


YONKERS 1, NEW YORK 


OR safety and reliability use composite Radon seeds in your 
cases requiring interstitial radiation. The Composite Radon * 
Seed is the only type of metal Radon Seed having smooth,’ : 
round, non-cutting ends. In this type of seed, illustrated 
here highly magnified, Radon is under gas-tight, leak-proof 
seal. Composite Platinum (or Gold) Radon Seeds and 
loading-slot instruments for their implantation are available 
to you exclusively through us. Inquire and order by mail, 
or preferably by telegraph, reversing charges. 


THE RADIUM EMANATION CORPORATION 
GRAYBAR BLDG. Telephone MO 4-6455 ~ NEW YORK, N. Y. 
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A few turns of the 
handle quickly purees 
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fant foods and adult smooth 
diets. Strains and separates all 
skins, seeds, fibres. Handy one 
quart Baby Size Foley Food Mill 
$1.69. Two quart Household Size 
$1.98. Sold at Department and 
Hardware Stores. 


Professional offer to Doctors 


| only (either size), $1.25 postpaid 
“Trade Mark Reg. U. S. Pat. Off. 


with a 
Baby Size 
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PROFESSIONAL OFFER 


FOLEY MFG. CO. 
3317-9 N. E. 5th Street, Minneapolis 18, Minnesota 
As per Professional Offer to Doctors only, | enclose $1.25 
for | Foley Food Mill. 

0 Baby Size 
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TEXAS 


Southwest Regional Cancer Conference will be held in Fort 
Worth on November 9 

Dr. Curtice Rosser, Dallas, is President of an American Board 
of Proctology, recently authorized. Those interested in certification 
by this board can secure information from Dr. Louis A. Buie, 
Rochester, Minnesota, Secretary-General. 

Dr. William B. McKnight, Mansfield, recently celebrated his 
nintieth birthday. 

Texas Railway and Traumatic Surgical Association has elected 
Dr. Joe Gandy, Houston, President; Dr. Joe White, Fort Worth, 
First Vice-President; Dr. A. W. Hartman, Jr., San Antonio, 
Second Vice-President; and Dr. W. F. Parsons, Fort Worth, 
Secretary-Treasurer. 

Texas Diabetes Association has elected Dr. J. Shirley Sweeney, 
Gainesville, President; Dr. B. F. Smith, Houston, First Vice- 
President; Dr. T. Haynes Harville, Dallas, Second Vice-President: 
and Dr. w. N. Powell, Temple, Secretary-Treasurer. 

Texas Chapter, American College of Chest Physicians, has 
elected Dr. Jesse B. White, Amarillo, President; Dr. David Mc- 
Cullough, Kerrville, First Vice-President; Dr. C. J. Koerth, San 
Antonio, Second Vice-President; and Dr. Henry R. Hoskins, San 
Antonio, Secretary-Treasurer. 

Texas Dermatological Society has elected Dr. A. G. Schoch, 
Dallas, President; Dr. C. D. Stewart, Corpus Christi, Vice- 
President; and Dr. W. H. Connor, Houston, Secretary. 

Texas Air-Medics Associations has installed Dr. C. Hansford 
Brownlee, Austin, President; and elected Dr. D. P. Laugenour, 
Dallas, Vice-President and President-Elect; and Dr. C. F. Miller, 
Waco, Secretary-Treasurer. 

Texas Heart Association has elected Dr. Merritt B. Whitten, 
Dallas, President; Dr. J. C. Crager, Beaumont, Vice-President; 
and Dr. Walter B. Whiting, Wichita Falls, Chairman of the 
Executive Committee. 

Texas Society of Anesthesiologists has installed Dr. Wilbur 
Robertson, San Antonio, President; and elected Dr. Russell Bon- 
ham, Houston, President-Elect; Dr. L. F. Schuhmacher, Houston, 
Vice-President; and Dr. H. C. Slocum, Galveston, Secretary- 
Treasurer. 

Texas Rheumatism Association has elected Dr. Howard C. 
Coggeshall, Dallas, President; Dr. Robert P. Thomas, San An- 
tonio, First Vice-President; Dr. M. D. Levy, Jr., Houston, Second 
Vice-President; Dr. Charles Cornwell, Marlin, Third Vice-Presi- 
dent; and Dr. G. W. N. Eggers, Galveston, Fourth Vice-President. 
These officers were t a secretary-treasurer 
from among the physicians living in the city where the 1950 
meeting will be held. 

Texas Neuropsychiatric Association has elected Dr. A. T. Han- 
retta, Austin, President; Dr. James Benton, Fort Worth, Vice- 
President; and Dr. David Wade, Austin, Secretary-Treasurer. 

Texas Academy of General Practice has elected Dr. H. T- 
Jackson, Fort Worth, President; Dr. G. W. Cleveland, Austin, 
Vice-President; and Dr. W. P. Higgins, Jr., Fort Worth, Secretary- 
Treasurer. 

Dr. Frank M. Townsend, Scott and White Clinic, Temple, has 
accepted an appointment, effective in October, as Associate Profes- 
sor of Surgical Pathology, University of Texas School of Medicine, 
Galveston; he will also be Consulting Surgical Pathologist to 
the hospitals of the University of Texas Medical Branch. 

The University of Texas Medical Branch, Galveston, plans to 
open a special research laboratory for industrial hygiene under 
the direction of Dr. Carl A. Nau, Professor of Preventive Medicine 
and Public Health, and Mr. J. M. Neal, Sanitary Engineer. This 
laboratory will cooperate with the heavy industries in Texas City 
but is available for consultation and service to all Texas i 
tries. 


DEATHS 


Dr. Washington G. Hammond, Telephone, aged 80, died re- 
cently. 

Dr. Lovel William Raney, Houston, aged 75, died recently of 
injuries received in an automobile wreck. 

Dr. Maurice Herbert Cohn, Fort Worth, aged 53, died recently. 


VIRGINIA 


Fauqier County Medical Society has elected Dr. M. B. Hiden, 
Warrenton, President; Dr. Charles Martin, Manassas, First Vice- 
President; Dr. O. L. Huffman, Marshall, Second Vice-President; 
and Dr. James L. Dellinger, Warrenton, Secretary and Treasurer. 
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preferred... 


topical analgesic-decongestive 
treatment 


—in inflammatory conditions, glandular 
swellings, contusions, sprains, strains, 
furunculoses, abscesses. 


@ Relieves pain 15 
@Increases local 
circulation 


e@ Absorbs exudates 
e@ Reduces swelling 


@ Easy to apply and 
remove 


NUMOTIZINE, Inc. 


900 N. Franklin Street 
Chicago 10, Illinois 


W/THOUT /RRITATION 


“For many years | have not prescribed a saline 


cathartic or anthracene laxative or any other drug 
which depends upon irritation of the bowel for 


its laxative effect.”” (Bockus, H. L.: Gastro-enterology. Philo- 
delphio, W. B. Saunders Co., 1944, Vol. 2, p. 526.) 
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Norfolk County Medical Society has installed Dr. Frank P. 
Smart, President; and has elected Dr. George Schenck, President- 
Elect; Dr. Brock D. Jones, Vice-President; Dr. Walter P. Adams, 
Secretary; and Dr. J. Franklin Waddill, Treasurer, the last two 
reelected. 

Northampton County Medical Society has elected Dr. John R. 
Mapp, Nassawadox, Secretary, to succeed Dr. Charles Garcia, who 
is now in the Medical Corps of the United States Air Force at 
Langley Field. 

Dr. Claude C. Coleman, Richmond, was honored recently when 
thirteen prominent neurological surgeons from various sections of 
the nation were hosts at a celebration in his honor. 

American Gynecological Society at its meeting held at Hot 
Springs elected Dr. Joseph Baer, Chicago, President; and reelected 
Dr. Norman F. Miller, Ann Arbor, Michigan, Secretary. The 
1950 meeting will be held at the Greenbrier, White Sulphur 
Springs, West Virginia. 


SPECIFIC THERAPY 
SPECIFIC POTENCY 


For oral anti-anemia therapy, more and 
more physicians specify ‘‘Valentine”’ liver 
products. Each 45 cc. of 


EXTRACT of LIVER 

“VALENTINE” ‘v.s.P.) 
represents 1 U.S.P. Oral Unit containing 
the important Cohn-Minot and Whipple 
fractions, as well as over twice M.D.R. 
riboflavin per fluidounce. In 8 fl. oz. bottles. 

For intramuscular use, specify 
LIVER INJECTION CRUDE U. S. P. 
1 unit per cc., 10 cc. vial 


LIVER INJECTION U. S. P. © LIVER INJECTION U. S. P. 


10 units per cc., 10 cc. vial e 15 units per cc., 3 vials—1 cc. ea. 


Valentine Co.,Inc. 


RICHMOND, VA. 
Since 1871 
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Dr. C. Howe Eller, Director of Public Health of City of Rich- 
mond since 1946, has resigned to be Health Director for Louis- 
ville and Jefferson County, Kentucky. 

E. G. Gill, Roanoke, has been appointed a member of the 
National Committee for the Study of Relationship of Poliomyelitis 
and Tonsillectomy, also chairman of a committee of the American 
Bronchoscopic Society to study the effects of air pollution upon 
the respiratory tract and from a health hazard standpoint in 
general. 

Dr. Glenn Claire Hall, Jr., Pulaski, and Miss Frances Elizabeth 
Palmer, South Boston, were married recently. 

Dr. C. B. Hughes has located in Wytheville to practice pediatrics 
and he is also on the staff of the Chitwood-Moore Clinic. Dr. 
Hugh B. Brown, Jr., Pulaski, is doing x-ray work at this clinic. 

Dr. William A. Cover, Elkton, and Miss Margaret Isabella 
O’Keeffe, Grundy, were married recently. 

Dr. H. Ward Randolph and Mrs. Lucy Taylor O’Neale, both 
of Richmond, were married recently. 

Dr. John Alden Vann, Norfolk, and Miss Anna Lyne Shackle- 
ford, Williamsburg, were married recently. 


DEATHS 


Dr. Robert William Gover, Petersburg, aged 70, died recently 
of arteriosclerosis. 

Dr. George Clegg Williams, Pearisburg, aged 40, died recently. 

Dr. Joseph James Anderson, Richmond, aged 79, died recently. 

Dr. Ashton Harwood, Binns Hall, aged 75, died recently. 


WEST VIRGINIA 


Dr. Walter E. Vest, Huntington, was elected Chairman, Section 
on Diseases of the Chest, American Medical Association, at its 
annual meeting, and Dr. James R. Bloss, Huntington, Chairman, 
Section on Obstetrics and Gynecology, both to serve at the San 
Francisco meeting in 1950. 

Fort Henry ~~ f of Medicine has elected Dr. D. E. Green- 
eltch, President; Dr. A. Lyon, Vice-President; and Dr. R. M. 
Sonneborn; Secretary- aa all of Wheeling. 

Dr. N. H. Dyer, Charleston, has been elected President, West 
Virginia University Alumni Association, and a Vice-President, 
Southern Branch of the American Public Health Association. 

Dr. Gerald L. Morin, formerly of Powellton, is in charge of 
the Obstetrical Department of Sharon Heights Hospital, Jenkins, 
Kentucky. 

Dr. Curtis Artz, formerly of Grantsville, and in the Office of 
the Surgeon General of the Army, Washington, D. C., since April, 
oo has been transferred to the Army General Hospital, Houston, 

exas. 

Members appointed to the new Medical Licensing Board, which 
has succeeded to all licensing duties of the Public Health Council, 
are: Dr. Walter E. Vest, Huntington, for four years; Dr. William 
P. Bittinger, Summerlee, five years; Dr. Cecil B. Pride, Morgan- 
town, one year; Dr. George F. Evans, Clarksburg, two years; 
Dr. Frank J. Holroyd, Princeton, three years; and Dr. Doff D. 
Daniel, Beckley, five years. 


DEATHS 


Dr. Herbert Hodge Haynes, Clarksburg, aged 71, 
of coronary occlusion. 

Dr. Orra Fernando Covert, Moundsville, aged 84, died recently. 

Dr. Thomas George Harris, West Milford, aged 73, died re- 
cently. 


died recently 
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EDEMATOUS TISSUES 
DISTRESSED LUNGS 


DU BIN. 
BURDENED HEART pe 


DIURETIC + MYOCARDIAL STIMULANT 


YABLETS - AMPULS:- _POWDER - SUPPOSITORIES. 


ee DUBIN LABORATORIES, Inc., 250 East 43rd St., New York 17,N.Y. 


KMINOPHYL 
BRONCH IAL 


Cheyne-Stokes, Respiration. 
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Evidence accumulates*... 


4 
T-BARDRIN 
: in support of I= (ANGIER) 
; In a series exceeding 150 cases of bronchial asthma and nasal allergy recently con- 
‘ cluded, findings enthusiastically confirm the effectiveness of T-Bardrin therapy through 
4 the rectal route. 
h 
FORMULA Highlights of report— 
. Each T-Bardrin Only the most difficult cases were selected for treatment. 
’ Suppository contains: Efficacy in children was dramatic with 93% response to medica- 
Pentobarbital sodium 0.05 gm. tion. With first suppository, symptoms disappeared in a few minutes 
Phenobarbital sodi 0.05 gm. and most patients remained symptom-free for from one to three 
(Warning: may be habit forming) days. 
Theophylline 0.40 gm. Marked response was shown in 75% of adult cases in whom re- 
n Ephedrine hydrochloride 0.05 gm. sponse to other medication was transitory or lacking. 
: er: ae No untoward reactions were noted among the entire series. 
*To be published 1949 (author's name on request) 
7 SAMPLES AND LITERATURE available when requested on professional letterhead. 
st 
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7 ANGIER CHEMICAL COMPANY, Boston 34, Mass. 
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THE INDICATION THE CHOICE OF MEDICATION 


Glycerol (Doho) by exclusive process has the highest obtainable specific 
gravity and is virtually free of water, alcohol and acids 


IN CHRONIC SUPPURATIVE 
OTITIS MEDIA, FURUNCULOSIS 


y. IM ACUTE OTITIS MEDIA 
REMOVAL OF IMPACTED CERUMEN 


AND AURAL DERMATOMYCOSIS 
AS AN ADJUNCT TO SYSTEMIC ANTI- ia 
INFECTIVE THERAPY, AS PENICILLIN, ETC. 


CONTAGIOUS DISEASE EAR INVOLVEMENTS = 0 -TOS - MO- SAN 


USE 4 potent chemical combination (not 
mere mixture), combining Sulfathiazole 

tralgan and Urea in AURALGAN Glycerol (DOHO) 

ag Base—because it exerts a@ powerful solvent ection 


on protein matter, liquefies and dissol t 


\ 


because its potent di t, dehydrating and 

Igesic action provid: efficient relief of pain end’ and 
aiid” telaneintiie’ te any intact drum involvement. tends to exhilarate normal tissue healing in the effec- 

tive control of chronic suppurative otitis media. 

FORMULA: 
Glycerol 17.95 GRAMS 
(Highest obtainable spec. grav.) Urea. 2.0 GRAMS 
ale 0.81 GRAMS Sulfathiazole 1.6 GRAMS 
B i 0.21 GRAMS Glycerol (DOHO) Base.............. aotinenceaes 16.4 GRAMS 


Literature and samples sent to physicians on request. 


DOHO CHEMICAL CORP. Makers of AURALGAN and 0-TOS-MO-SAN NEW YORK 13 
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~ “when mixed with... or cold) makes... average consistency. 


To state it another way: 


ONE ONE ONE 


level tablespoonful tablespoonful of milk, rounded tablespoonful 
of Pablum (or Pabena) formula or water (hot of cereal feeding of 


To make thicker feeding (as in pylorospasm, pylo- __ 
ric stenosis, etc.), increase the amount of Pablum or 
Pabena. To make thinner feeding, as in 3-months 
infants, increase of formula or water. 
To 


-_ PABLUM (SINCE 1932) — PABENA (SINCE 1942) 


: 
3 
4 
% 
- 
| 
& 
H 
| 
| 
BACK INTO: REFRIGERATOR :...PABLUM 
ECONOMICAL 8O.WASTE QUICK 


infant feeding that consistently, for over three decades, has received universal pediatric 


MEAD'S 
DEXTRI-MALTOSE 


Apréduct consisting of maltose * 
and dextring, resulting from the 
enzymic action of barley malt 

on cor flour 


with 
SODIUM CHLORIDE 2% 


SPECIALLY PREPARED 
FOR USE INFANT DIETS 


MEAD JOHNSON & CO. 


EVANSVILLE, IND. U.S 


recognition. No carbohydrate employed in this system of infant feeding enjoys so 
rich and enduring a background of authoritative clinical experience as Dextri-Maltose. 


: See Lhe use of cow’s milk, water and carbohydrate mixtures represents the one system of § Ae 
he 
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TRADE Wane 


OF PENICILLIN SR 


S = soluble 
R = repository 


Two forms of penicillin combined to 
give the inherent advantages of both 


PENICILLIN S-R also means Speedy Rise } ; 


of blood penicillin level — twenty times higher than procaine 
penicillin in oil — within a half. hour or less. 


PENICILLIN S-R means Sustained Response 


to a l ce. intramuscular injection — prolonged effective levels 4 


for 24 hours or longer. 


PENICILLIN S-R means Slow and Rapid 2 4 
absorption from the Parke-Davis combination of procaine ea 
penicillin (controlled crystal size) , 300,000 units, 
and buffered soluble penicillin, 100,000 units. 


PENICILLIN S-R means Simplified Routine 


in penicillin therapy — no oil, wax or suspending agents to impede 


injection and clog syringe and needle. Prepared with aqueous 
diluent, PENICILLIN s-R needs no vigorous shaking and flows freely. 


PENICILLIN S-R 


is supplied in one-dose (400,000 units), five dose (2,000,000 units), 
and ten-dose (4,000,000 units) vials. When diluted according to 
directions, each cc. contains 300,000 units of crystalline procaine 
penicillin-G and 100,000 units of buffered crystalline sodium 
penicillin-G. The one-dose vial is also available, if desired, with an 
accompanying ampoule of Water for Injection, U.S. P. 


"PARKE, DAVIS COMPANY 
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